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EDITORIALS 


Gods Under Glass 


An interesting item was 
recently wirelessed to the 
press regarding the em- 
balmed body of Nikolai 
Ivanovich Pirogoff, the so- 
called father of Russian 
surgery, familiar to every 
medical man in the world 
through his amputation, angle, and hernia 
operation. 

The body is still in a state of good pres- 
etvation, but the Red Army Medical Serv- 
ice men who examined it took steps to 
insure its further preservation. It lies in 
a glass-topped sarcophagus near Vinnitsa 
in the Ukraine. 

Pirogoft’s former estate is also carefully 
preserved as a branch of the Red Army 
Medical Service Museum. 

The lifelike embalming of Russian 
heroes, as in the case of Lenin, seems to 
follow a cultural pattern. The Russians are 
loath to part wholly with their gods. 


Are There Too Many Specialists? 


According to Minnesota Medicine, there 
are 180,000 licensed physicians in the 
United States. Of these 26,000 are certi- 
fied specialists, with from 10,000 to 15,- 
000 to be added in the next five years. 

Actually, however, we ourselves find 
that there are at least 51,239 specialists, 
certified and uncertified, if every type of 
specializing practitioner is included in the 
computation. 

The editor of Wisconsin Medicine rea- 
sons that since 85 per cent of ills can be 
taken care of by general practitioners, only 
about 3,300 specialists are actually needed. 
This means an excess of 47,939, crowded 
into the urban areas of the country, if we 
take all alleged specialists seriously. 

( 
A Compelling Point Against 
State-Controlled Medicine 


In an address before the Medical Society 
of the District of Columbia, Dr. Frank 
Lahey cited an excellent reason why we 
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must not tolerate Govern- 
ment - dominated medicine. 
The quality of medicine 
must not be allowed to de- 
preciate because the world 
will come to America for its 
postgraduate medical educa- 
tion. If this is to ee the 
present high level of medi- 
cine—highest in the world today—must 
obviously be maintained. ““As we went to 
Germany in our time,” says Dr. Lahey, ‘‘so 
will they come to us, because inevitably 
they must. We have the facilities, we have 
the men, we have the institutions, and we 
have the material in quantity. Why must 
we do the things which can in any way 
destroy this? And what will destroy it? The 
abolition of one single factor—quality com- 
vetition. The thing that has made medicine 
what it is today is quality competition; it 
is not price competition; it never has been 
price competition that has made medicine 
what it is. It is quality competition in sur- 
very, in medicine, in research, in medical 
literature, in any part of medicine.” 


Styles in Infanticide 


Clark M. Garber, for a long time Su- 
perintendent of Eskimo education, Medi- 
cal Relief and Reindeer Herds in Alaska 
for the United States Bureau of Educa- 
tion, notes in the February 1947 Scientific 
Monthly that throughout his close asso- 
ciation with and medical treatment of the 
Alaska Eskimos, he discovered not a single 
case of prenatal infanticide. 

Jenness, another authority quoted by 
Garber, says of the Copper River Eskimos: 
“One thing these natives have to their 
credit, however—they never resort to pre- 
natal infanticide.” 

It is a different story regarding post- 
natal infanticide. The Eskimos do destroy 
the newborn, especially girls, when hard 
pressed in a hunting season which has 
failed and forced them to migrate during 
a long, severe winter, involving the carry- 


—Concluded on page 73 
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PROBLEMS IN GASTRIC SURGERY 


Ainsworth L. Smith, M.D., F.A.C.S. 
Brooklyn, N. Y. 


The volume of gastric surgery has in- 
creased tremendously in the past few years. 
This has been due to two main factors. 
First, during the war years there has been 
an apparent increase in the number of 
cases of peptic ulcer requiring treatment. 
But the second and more important factor 
is the great advance in surgery itself that 
has given better results with markedly 
lower mortality. Thus the internist has 
been encouraged to recommend more pa- 
tients for operation. The improvement in 
surgery has been due in the main to 

(1) Better preoperative preparation 
with proteins, vitamins, and trans- 
fusions. 

Better anesthesia such as fractional 
spinal or cyclopropane and curare. 
Better choice of operative proced- 
ures. 

Better postoperative care with 
proper fluid balance, Wangensteen 
suction, and early ambulation, and 
last, but not least 

(5) Sulfa drugs and penicillin. 

So great is this improvement that sur- 
gical statistics antedating 1938 are obso- 
lete as far as operative mortality is con- 
cerned. For example, King (1) recently 
reported 75 consecutive subtotal gastric re- 
sections with no mortality, and since Janu- 
ary, 1942, at The Brooklyn Hospital, I 
have performed 81 consecutive subtotal 
gastrectomies with no deaths. This drop 
in mortality has led to great confusion in 
the literature where the relative merits of 
medical versus surgical treatment for peptic 
ulcer, or gastrectomy versus gastro-enteros- 
tomy, are compared on the basis of large 
series of collected cases. Very large series 
of necessity go back too far. 

The major portion of gastric surgery is 
for peptic ulcer. Time forbids much dis- 
cussion of this involved problem. The old 
tule gave five reasons for surgery: Perfora- 


(2) 
(3) 
(4) 


From the Department of Surgery, Brooklyn, 
Hospital. Read at the January 25, 1947 meet- 
ing of the Associated Physicians of Long 
Island at the Brooklyn Hospital. 
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tion, Obstruction, Massive Hemorrhage, 
Possible Cancer, and Intractable Ulcer. Let 
us discuss them briefly in order. 

(1) Perforation: Here the treatment is 
obviously surgical, the mortality being pro- 
portional to the elapsed time between inci- 
dent and operation. The only points | 
would suggest here are that a Levin tube 
with suction be placed in the stomach as 
soon as possible to stop further spill into 
the peritoneal cavity before operation, and 
do not operate until the patient has been 
treated and has rallied from his primary 
shock. 

(2) Obstruction: In true pyloric ob- 
struction by scar contraction operation is 
of course indicated. Still a word of cau- 
tion should be given against insisting on 
operation. Very often the obstruction is 
due to edema at the pylorus which will 
subside with repeated gastric lavage and 
improvement in serum proteins. Many of 
these patients do come to eventual opera- 
tion but this is much better performed 
after the obstruction has subsided and the 
patient’s nutrition is improved. We usually 
give the patient about one month of trial 
by medical treatment. I have seen patients 
who looked hopelessly obstructed recover 
completely without operation. 

(3) Massive Hemorrhage: This in it- 
self is one of the most serious and difficult 
problems in all ulcer surgery, and indi- 
vidual cases must be decided on many fac- J 
tors too lengthy to list here. In general we 
use the following working rules. 

(a) In a young person (arbitrarily, 
under 45 years of age), the first hemor- 
rhage is treated medically, and the patient 
sent home on a strict diet. If the hemor- 
rhage recurs, operation is urged when his 
condition warrants. 

(b) In a patient over 45, because 4 
second hemorrhage may be fatal due to 
rigid arteries and the other hazards of 
middle age, operation is urged before the 
patient goes home or within a few months 
at the most. 
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(c) Ina case of multiple hemorrhage in 
a known ulcer patient, operation is either 
performed within 48 hours after the onset 
of bleeding while giving massive trans- 
fusions, or postponed until complete re- 
covery—usually several weeks. We have 
found that in severe hemorrhage with a 
hemoglobin of 25 to 35 per cent for 48 
hours or more there is so much tissue 
damage due to anoxemia and edema due to 
hypoproteinemia that liver, kidney, and 
cardiac functions are impaired and the mor- 
tality is prohibitive. We have at the Brook- 
lyn Hospital some electrocardiographic 


series that show the changes that were 
present in severe hemorrhage, and the im- 
provements that occur with the restoration 
of hemoglobin levels to 60 per cent and 
above. Some of these patients will die if 
not operated, but more will die if they are 
operated in the acute phase. 


(4) Cancer: The problem here is of 
course early diagnosis. The results of sur- 
gery are not good. Lahey (5), in 1944, 
reported a series of 73 total gastrectomies 
for carcinoma of which 48 survived the 
operation. Of these, 12 lived 1 year, 7— 
2 years, 1—41/, years, and 1—5 years. 
Custer (2) recently reported 463 cases of 
carcinoma explored over a period of 14 
years. Of these, 141 had a gastrectomy 
(type unspecified) performed with a pri- 
marty mortality of 11.3 per cent. There 
was a follow-up on 96 cases: 37 per cent 
of the 96 lived 3-5 years, 27 per cent were 
alive at 5 years, and 18 were alive over 8 
years. The Mayo Clinic reported 28 per 
cent survival at 5 years and 20 per cent at 
10 years. However, remember these per- 
centages were the survival of the ones that 
were operable for cure. 18 patients out of 
463 is only 3.8 per cent survival at 8 
years. My own experience is the same. Of 
4 total gastrectomies performed in the past 
3 years, 3 are dead, one having lived 11/, 
years, and one is still alive with signs of 
recurrence at 10 months; whereas with 
subtotal gastrectomies several patients are 
alive after 5 years. The difference is of 
course the type of cancer. If the disease is 
s0 advanced or so placed that total gastrec- 
tomy is necessary, the outlook is bad. Since 
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the onset is so insidious, only the slowly 
growing types of cancer, or the fortunate 
discovery of cancer in operation for ulcer, 
give the patient a chance for cure. Heuer 
(3) gives the incidence of cancer develop- 
ing in gastric ulcer, or being mistaken for 
ulcer, as between 9 and 10 per cent. My 
own experience has been unfortunate in 
that I have seen several patients treated 
medically for gastric ulcer with improve- 
ment in their follow-up x-rays who later 
came to surgery and were found to have 
inoperable cancer. Gastric resection for 
gastric ulcer is much easier than for duo- 
denal ulcer because the duodenum is normal 
and can be easily resected. Furthermore, 
since the gastric acidity curves are lower 
in gastric than in duodenal ulcer, recur- 
rences are extremely rare. Hence, I strong- 
ly urge that all cases of gastric ulcer that 
do not heal completely in a month’s treat- 
ment should be operated upon. 


(5) Intractable Ulcer: This is the great 
debating ground. All uncomplicated ulcers 
in young people should of course be treated 
medically. It is the patient who returns 
year after year, or whose pain is unbear- 
able, or who economically cannot afford to 
‘be sick so much”, that poses the problem. 
The internist must weigh the cooperation 
of the patient to his medical regimen 
against the mortality record of the hospital 
and the group of surgeons he is associated 
with. Medical care can be extreme. Winkel- 
stein (4) et al. at Mt. Sinai have treated 
severe and intractable cases of ulcer at 
home by a nightly intragastric drip of milk 
and aluminum hydroxide self-administered 
by the patient with a Levin tube and an 
enema can. He reports avoidance of sur- 
gery in 22 of 60 such patients. Heuer (3) 
on the other hand said the results of med- 
ical treatment in 657 patients followed for 
10 years at New York Hospital with a 
medical regimen under the home condi- 
tions surrounding their ward patients were 
satisfactory in less than 60 per cent. Prob- 
ably in only 50 to 55 per cent of the more 
serious cases who at some period had to be 
hospitalized were the symptoms satisfac- 
torily controlled. Likewise in this group 
of cases there were 22 deaths known to be 
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due directly to ulcer, a medical mortality 
of 3.5 per cent. 

The mortality for gastrectomy is much 
less than this. Lahey reports several thou- 
sand resections with a mortality of 2.8 per 
cent and his later statistics are about 1.5 
per cent. 

However, there are many operations for 
ulcer. Dragstedt (6) is advocating vagot- 
omy and has reported 166 cases. Still 
there are complications. The operation is 
not without mortality. Weeks, Ryan, and 
Van Hoy (7) at Bellevue recently reported 
two deaths—one from vagal reflex on the 
heart, and one perforation of a duodenal 
ulcer postoperatively. Further there is 
severe gastric distention for varying periods 
after vagotomy. Grimson (8) ef al. re- 
ported that in 25 cases of vagotomy for 
ulcer five had to have a second operation 
gastro -enterostomy ) 
for relief of the dis- 
tention. Dragstedt 
reported one case 
where the distention 
came on acutely two 
months later and re- 
quired gastro-enter- 
ostomy. Also in the 
supradiaph rag- 
matic approach the 
possibility of carci- 
noma in a_ gastric 
ulcer is not investi- 
gated. 

Let us examine the 
gastric operations. 
Fig. 1. Code (10) in 
1942 and °42 pub- on 
lished a method of 
producing chronic 
ulcer in animals by 
means of histamine in wax and mineral 
oil. By using this method B. G. Lannin 
(11) of Minneapolis was able to evalu- 
ate the protection against the develop- 
ment of ulcer given by various opera- 
tive procedures. Since all the control 
animals developed ulcer, the percentage 
developing after operation was a rough 
index of the protection. In Fig. 1 these 
ulcers are called J. U. These experiments 
showed that gastro-enterostomy was no 
protection; 100 per cent of the dogs de- 
veloped jejunal ulcer postoperatively. Like- 
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wise the exclusion operations, as the De- 
vine type, all developed jejunal ulcer. In 
the Finsterer type ulcers developed if any 
antrum was left. We had a patient who 
developed a jejunal ulcer because the an- 
trum regenerated after an inadequate re- 
moval. Fig. 2B. McKittrick (12) of Bos- 
ton reported recently a 2-stage operation for 
gastrectomy where the resection of the duo- 
denum was difficult because of penetrating 
ulcer. He used a Devine type plus Hoff- 
meister resection. Fig. 2A. Nine of these 
patients were so relieved after the first 
stage that they refused a second operation. 
All of them developed jejunal ulcer within 
3 months. This tends to prove Edkins’ 
theory that the antrum has a histamine-like 
secretion, which he called gastrin, that 
stimulates the production of gastric juice. 
Connell attempted to control this with a 
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Fig. 1 


fundusectomy to remove more acid-produc- 
ing cells. However, the antrum is left and 
as the stomach gradually dilates the acid 
curve becomes higher, so that clinically 
these patients develop marginal ulcer after 
two years: Smilenski attempted to control 
the acid curve by dumping all the bile and 
pancreatic juice back into the stomach, s0- 
called total intragastric regurgitation. His 
patients did poorly, and all the experi- 
mental dogs developed jejunal ulcer after 
their operation; hence it has been aban- 
doned. The sleeve resection likewise 
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gives poor results because of contraction 
of the scar, and because the antrum is still 
in. The only consistently good postopera- 
tive results over long periods are with 
gastric resections removing more than 50 
per cent of the stomach—about 65 to 75 
per cent. This may be done by the Hoff- 
meister or Polya technique. Lannin reports 
300 such cases with no recurrences of 
ulcer. I personally use the reverse Polya 
type. Fig. 3. This has given me very sat- 


isfactory results. 
Lannin’s conclusions were as follows: 
(1) Effective reduction in gastric secre- 


tion must be accomplished. This 
requires the removal of all the 
antrum (Edkins’ theory). 
Whether the duodenal ulcer is re- 
moved or not is not important. 
Gastrojejunostomy or small gas- 
trectomies are inadequate. 

The exclusion type of operation is 
unsatisfactory if any antrum is left. 
The principle of total intragastric 
regurgitation is to be condemned. 
Sleeve resection and fundusectomy 
are limited. The late results are not 
good. 
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Fig. 3 


The afferent loop should not be too 
long. 

Subtotal gastric resection taking 75 
per cent of the stomach is the oper- 
ation best designed to protect the 
patient from recurrence of symp- 
toms. 

The whole philosophy of the surgical 
treatment of peptic ulcer is similar to that 
of hyperthyroidism. We do not know the 
true cause of either, although the exciting 
agents—thyroxin and acid pepsin—are evi- 
dent. Both may be treated medically with 
rest, reassurance, sedatives, vitamins, and 
diet. Where these fail both conditions are 
improved by surgically ablating enough 
tissue to remove the excess agent. Removal 
of too little leads to recurrence and re- 
moval of too much often gives rise to un- 
pleasant symptoms. Fortunately, the mar- 
gin of ‘too much removal” in ulcer is wide, 
although ‘“‘too little’ is serious. Possibly 
enterogastrone used experimentally by Ivy 
(9) will play the role of propylthiouracil, 
but, just as there are still indications for 
thyroidectomy, so I believe there will al- 
ways be a field for the surgical relief of 
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PHLEGMONOUS CECITIS 
WITH A CASE REPORT 


J. Wesley Bulmer, M.D., F.A.C.S. 
Glen Cove, N. Y. 


This disease entity is presented because 
of its comparative rarity, and because of 
an apparent division of opinion as to the 
best therapeutic approach to this surgical 
problem. 

The term “phlegmonous cecitis” fits the 
gross and microscopic appearance of the 
lesion. By phlegmonous cicitis is meant a 
suppurative inflammation of the cecal wall, 
which apparently begins as a cellulitis of 
the submucosa and terminates in a circum- 
scribed or a diffuse inflammation of the 
region. In a discussion of this condition 
we do not include any inflammatory condi- 
tion of the cecum secondary to inflamma- 
tion of the appendix. 

A review of the available literature re- 
veals a recording of approximately 38 of 
these cases. The North Country Com- 
munity Hospital has been in operation 19 
years. Although a careful search of the 
records of that hospital has been made, we 
can find no record of this pathological con- 
dition having been found in the hospital 
during those 19 years. 

A number of cases of phlegmon of other 
portions of the gastro-intestinal tract have 
been reported. In 1937 there appeared in 
the Archives of Surgery an article by Dr. 
John Burke of Buffalo, N. Y., entitled 
“Phlegmon of the Colon.’? In that article 
he states, “The gastro-intestinal tract is 
subject to every sort of inflammatory proc- 
ess, ranging in severity from a simple 
catarrhal type to a definite phlegmon. 
Among the least frequent types of lesion is 
the phlegmon.” He further states, ‘Phleg- 
mon is found with a frequency which de- 
creases in almost inverse proportion to the 
distance of its site from the stomach. Fin- 
sterer in 1928 collected from the literature 
and from his own records reports of two 
hundred and ninety-six cases of phlegmon 
of the stomach. There has been no defini- 
tive study of phlegmon of the small intes- 
tine in recent years comparable with Fin- 
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sterer’s monograph. However, it was neces- 
sary for me to review most of the reported 
cases while searching for those of phleg- 
mon of the colon, and it is my impression 
that there are about one hundred cases of 
phlegmon of the small bowel reported. 
Goldschmidt reported the first case involv- 
ing the large intestine in 1887, and since 
that time about 50 cases have been re- 
ported.” 

Spivack and Busch of New York in an 
article in the July, 1943 issue of the Amer- 
ican Journal of Surgery? reviewed the lit- 
erature on phlegmonous cecitis, briefly 
summarized 35 cases recorded to that date, 
and reported two cases of their own. I am 
indebted to their article for much of the 
material in this paper. 

Dr. Leo M. Meyer and Dr. Raymond 
Disch, pathologist and surgeon, respec- 
tively, at South Nassau Communities Hos- 
pital of Rockville Centre, N. Y., in the 
June, 1945 issue of the American Journal 
of Surgery®, also reported a case of phleg- 
monous cecitis. This makes a total of 38 
cases I have been able to find in the litera- 
ture. : 


AGE AND SEX—The earliest age in 
which this condition has been found was 
10 years and the oldest 62. The largest 
number of cases occurred in the age group 
30 to 40 years. Male and female were 
about equally affected. 


ETIOLOGY —The character of the lesion 
would indicate that it is caused by bac- 
terial infection. In the few recorded cases 
of bacteriological studies done on phleg- 
monous cecitis the predominant organisms 
found have been the streptococcus and 
staphylococcus, alone or in combination. 
Bacillus coli and pneumococcus have also 
been found. The bacteria may be either 
hematogenous or enterogenous in origin. 
Localetiological factors, such as a hard 
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fecal mass, or foreign bodies, causing abra- 
sions of the mucosa, make the enterogenous 
route the more likely portal of entry. Sauer* 
and Szabo® report cases in which the intes- 
tinal worms, Trichocephalus dispar and 
Oxyuris vermicularis, injured the internal 
mucosa, thus allowing the entry of bacteria. 
PATHOLOGIC ANATOMY — Spivack 
and Busch? in their article give an excellent 
description of the pathology. I quote from 
that article: ‘‘Phlegmonous Cecitis may be 
divided into two types, the circumscribed 
phlegmon and the diffuse phlegmon. The 
circumscribed phlegmon of the cecum is 
characterized by an irregularly oval or cir- 
cular area of edema and redness, sharply 
differentiated from the surrounding normal 
tissue. The area is frequently covered with 
thin, grayish-yellow fibrin and feels doughy. 
Occasionally, there is central softening of 
the mass due to an abscess formation or to 
ulceration of the mucosa. The peritoneal 
cavity is relatively free of reactive fluid in 
this type. 

“The diffuse phlegmon is characterized 
by marked edema of the entire cecum and 
its borders merge imperceptibly into the 
normal ascending colon. The edema is 
more pronounced and the involved area is 
angry, purple red. The fibrinous exudate 
is thicker, shaggier and more grayish in 
appearance. In this type there are numer- 
ous punctate hemorrhages throughout the 
involved area. On palpation, the diffuse 
phlegmon is of firm, rubbery consistency. 
In most of these cases there is a reactive 
peritonitis as evidenced by turbid fluid and 
widespread deposition of fibrin. The micro- 
scopic picture is essentially the same in 
both types.” 

Histologically, all layers of the wall are 
involved in the inflammatory process. As 
a rule, the mucosa shows the least reac- 
tion. The serosa, the muscularis and the 
submucosa are involved in increasing sever- 
ity. The submucosa is always very edema- 
tous. It is densely infiltrated by leukocytes 
and there is an increase in lymphocytes and 
plasma cells. Minute abscesses are some- 
times found. 

In most of the cases reported, the appen- 
dix is not involved, or if it is, then it is 
involved only secondarily and by contiguity. 
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SYMPTOMS AND PHYSICAL FIND- 
INGS—The symptomatology closely simu- 
lates that of acute appendicitis, being char- 
acterized by abdominal pain in the right 
lower quadrant, moderate fever, i.e., 100 
to 101 degrees by mouth, nausea or vomit- 
ing, and a moderate leukocytosis. The du- 
ration of these symptoms is quite similar 
to that of acute appendicitis. Occasionally 
the history is suggestive of early obstruc- 
tion. On physical examination the patient 
appears to be about as ill as the average 
patient suffering with acute appendicitis. 
There is marked muscle spasm in the lower 
right quadrant, with tenderness and te- 
bound tenderness in that same region. Not 
infrequently, though not always, a mass, 
fixed or moveable, is palpable in the region 
of the cecum. 

DIAGNOSIS—The difficulty of making 
a correct preoperative diagnosis in these 
cases has been stressed in the literature. 
The finding of a mass in this region would 
lead one at first thought to make the diag- 
nosis of appendiceal abscess. However, 
such a mass, resulting from phlegmonous 
cecitis, appears early in the illness, i.e., 
within 48 hours. Carcinoma or tuberculosis 
of the cecum can only be ruled out at 
exploratory laparotomy. Occasionally a 
case of regional enteritis may involve the 
cecum to such a degree that it may simu- 
late phlegmonous cecitis. Careful examina- 
tion of the small intestine at operation will 
rule out regional enteritis. 
TREATMENT—An exploratory laparoto- 
my is indicated because of the difficulty in 
making a differential diagnosis. More than 
half the cases in the literature, i.e., 20, 
have been subjected to some form of re- 
section, varying from a resection of the 
entire ileocecal region to a partial resection 
of the cecum. In some instances this was 
done because the character of the lesion 
was not recognized at operation, and in 
others because the surgeon believed that 
the process would not subside with conserv- 
ative therapy. In 17 cases, appendectomy, 
with or without drainage, was done. 
PROGNOSIS—In the review of the 35 
cases given by Spivack and Busch, and 
including two cases of their own, there 
were 3 deaths. One death was that of a 
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patient where the operation consisted of an 
exteriorization of the cecum; the second 
death occurred where the operation con- 
sisted of an excision of the area; and the 
third death followed the operation of par- 
tial excision of the cecum with drainage. 
In 17 other cases an ileocecal resection was 
done and the patients survived. In 15 cases 
the only operation done was removal of 
the appendix with or without drainage. In 
2 cases, drainage alone was done. No 
deaths occurred in these last mentioned 17 
cases. In another case, but not in Spivack 
and Busch’s series, the operation consisted 
of excision of a node on the mesial aspect 
of the cecum, excision of some epiploic 
fat in the region of the cecum and excision 
of the appendix. In this case, despite 
chemotherapy, the patient expired with 
general peritonitis on the eleventh day 
postoperative. Thus, in these 38 recorded 
cases, there is an over-all mortality rate of 
about 10 per cent. 


Report of a Case 

This was a patient of Dr. Edwin C. 
Braynard of Glen Cove, N. Y., and was 
first seen by me at the hospital on the 
evening of June 25th, 1946. 

F. T. H., Hospital Case 453196. Age 
22. Occupation—Student. Admitted June 
25, 1946 to the North Country Community 
Hospital, Glen Cove, N. Y. Discharged 
from hospital July 11, 1946. 

Chief Complaint—Abdominal pain. 

Duration—24 hours. 


PRESENT ILLNESS—Last evening patient 
had a gradual onset of pain over entire 
abdomen but most marked across middle 
of abdomen. Pain was cramplike in char- 
acter, would last for a short time and then 
go away only to recur again very shortly. 
Pain did net radiate. He slept fairly well 
last night. When he awoke on morning 
of the day of admission, the same type of 
pain again bothered him. He had no appe- 
tite and during the day took only a little 
tea and toast. He was not nauseated and 
did not vomit. His bowel movements had 
been regular and he had had two normal 
bowel movements on day of admission. 
The pains continued off and on during that 
day. He walked slightly stooped, com- 
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plaining that the pain was worse when he 
straightened up. On the evening of admis- 
sion, i.e., about 4 hours before admission, 
the pain shifted to the right lower quad- 
rant, remained there and became more con- 
stant. He had no urinary symptoms. No 
history of similar attack previously, except 
that during the preceding month he had 
had several mild attacks of what he called 
indigestion and about which he was rather 
vague. With these attacks he had mild, 
cramplike abdominal pain. These attacks 
lasted only a few hours and were gone the 
next day. 


PAST HISTORY —He had had the usual 
childhood diseases. He had been in the 
U. S. Army for over three years, having 
been discharged from the Army about 6 
months prior to this attack. He saw service 
in Europe, and was wounded on two occa- 
sions. The first time he was wounded in 
the lower extremities by shrapnel, necessi- 
tating several weeks of hospitalization. A 
piece of shrapnel was left in the upper 
left thigh. The second time, while in com- 
bat, he suffered a concussion of the brain, 
requiring further hospitalization. Except 
for marked nervousness, he had had an 
uneventful convalescence from these inju- 
ries. There was no history of any recent 
respiratory or other infection. 


Physical Examination 
General Appearance: Patient is a tall, slim, 
well nourished and developed, young 
white man of good color, lying quietly 
in bed. 
Head: Mucous membranes good color. 
Eyes: Pupils—regular in mid-dilata- 
tion, react to light and accommodation. 
Ears and Nose: No abnormalities 
noted on external examination. 
Mouth: Teeth clean, no caries, a 
couple of lower left molars missing, 
gums healthy, tongue moist, slightly 
coated brown. Pharynx not injected, 
tonsils out. 
Neck: No enlarged glands, no abnormal 
pulsation, no rigidity. 
Chest: Good expansion. 
Lungs: No areas of abnormal dullness, 
breath sounds clear, of good vesicular 
quality, no rales heard. 
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Heart: Not enlarged, sounds regular, 
of good quality, no murmurs. 
Blood Pressure: Systolic 120, diastolic 

60. 

Abdomen: Flat. There is a marked muscle 
spasm of both recti muscles, most marked 
in the right lower quadrant. There is a 
definite tenderness on moderately deep 
palpation over the whole lower right 
quadrant, most marked over McBurney’s 
point. There is rebound tenderness in 
the right lower quadrant. No mass is 
palpable. 

Extremities: No edema; knee jerks equal 
and active; small, irregularly shaped, 
well healed scars over upper outer left 
thigh. 

Rectal: No undue tenderness; no masses. 
Temperature (per rectum) 100.6; Pulse 
80; Respiration 20. 

Laboratory Findings: 

On Admission: 

Urine—amber, cloudy, acid, 1020, no 

albumin or sugar; microscopic: mucous 

shreds, few white blood cells and cal- 
cium oxolate crystals. 

Blood—Hemoglobin 96%, red blood 

cells 4,730,000, white blood cells 14,500, 

Polys 79%, Small Lymphs 18%, Eosin- 

ophiles 3%. 

A preoperative diagnosis of acute appen- 
dicitis was made and immediate operation 
was decided upon. 

Operation 
4” para-umbilical, right rectus muscle 

splitting incision was made. On opening 

the peritoneum, no free fluid was found. 

The appendix was lying free, coming off 

the mesial side of the inferior border of 

the cecum. The appendix was about 3” 

long; the vessels in its serosa congested ; 

the mid-portion felt thickened. In the 
proximal third, a fecalith that was movable 
could be palpated. The cecum was slightly 
bound down by a reflection from the lat- 
eral peritoneum, which reflection was read- 
ily displaced laterally, thus freeing the 
cecum. The cecum itself was about twice 
its normal size. The whole lower part 
of the cecum appeared glistening, dull 
ted, and edematous. This area was sharply 
defined from normal appearing ascending 
colon. On palpation, a mass apparently 
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involving the whole wall of the cecum and 
extending into the lumen of the cecum 
could be palpated. This mass was about 3” 
long and 11/4,” thick. In its middle, and 
inside the cecum, there was palpated a de- 
pression which admitted the end of the 
thumb. -The mass felt firm but not stony 
hard. The whole cecum was readily brought 
into the wound. There was no apparent 
inflammation anywhere else in the ileum or 
the ascending colon. In the mesentery of 
the ileum, just mesial to the ileocecal valve, 
were palpated 2 or 3 nodes, each about 
3” in diameter. A wedge-shaped piece of 
the thickened wall of the cecum, about 1” 
long, 34” wide, and 14” deep, was re- 
moved for microscopic examination. The 
subsequent raw area was inverted with two 
rows of Lembert sutures of Luken’s catgut. 
The appendix was removed in the usual 
manner; carbolic and alcohol applied to 
the stump, which was not inverted and 
which was doubly tied. The abdominal 
wound was closed in layers, using chromic 
+1 continuous to the peritoneum; chromic 
#2 continuous to the fascia; 2 retention 
sutures of black silk; and the skin was 
closed with Stewart stitches of black silk. 
No drain was inserted. 

Patient returned to bed in good condi- 
tion. 

Pathologist's Report—by Dr. Leo Meyer 

The appendix measures 7 cm. in length 
and .7 cm. in diameter. The surface is 
injected and pink. The wall is thickened. 
The lumen is narrow. Accompanying the 
specimen is an irregular piece of firm, pink 
tissue 1 cm. in length and .3 cm. in diam- 
eter and thickness. 

Microscopic: Examination of cecal wall 
shows a marked edema of the serosa and 
adjacent muscularis. There is evidence of 
hemorrhage, some necrosis and consider- 
able polynuclear cell infiltration. No sec- 
tion of the mucosa is included in the speci- 
men. The section of appendix shows a 
marked congestion of the subserosal ves- 
sels but no evidence of any inflammatory 
matter. 

Pathologist’s Diagnosis: Cellulitis of the 
cecal wall. 

Following operation, patient's tempera- 
ture went to a high of 102 degrees for the 
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first 48 hours, after which it began to 
descend, reaching normal on the 6th post- 
operative day and remaining there. Pulse 
rate went to 80 for the first two post- 
operative days, thereafter being around 70. 
Respirations remained normal throughout. 

Following operation, patient received 
penicillin, 40,000 units every three hours 
for 8 days, then 30,000 units every four 
hours for 2 days, a total of 2,760,000 units. 
At the same time he was given sulfadia- 
zine for 8 days for a total of 46 grams. 
The blood sulfa level reached 8.2 mgs. 
per cent 2 days before the sulfadiazine was 
stopped. 

Four days after admission, and on the 
third day of sulfa administration, his blood 
count showed 80% hemoglobin, 4,200,000 
red blood cells, 9,100 white blood cells, 
63% Polys, 32% small Lymphs, 3% 
Monocytes, 1% Eosinophiles, and 1% 
Basophiles. 

Patient was kept on a bland diet. For 
the first five days postoperatively he com- 
plained of cramplike, lower abdominal 
pain, radiating through to the right flank. 
His abdomen was never distended and was 
soft throughout the entire postoperative 
period. He had no nausea. His appetite 
rapidly improved. On the eighth post- 
operative day, he was given an enema with 
good results. This was his first bowel 
movement postoperatively. Following this, 
an enema was required every second day 
until the day of his discharge on the fif- 
teenth postoperative day, when he had a 
normal bowel movement. His wound 
healed cleanly and solidly by first intention. 
He was discharged on July 11th. 

Because of the depression inside the 
cecum which was palpated at operation and 
which felt like an ulcer, on October 23rd, 
1946, approximately four months after op- 
eration, a radiographic study of the cecum 
was made. The patient was given a small 
amount of barium by mouth and six hours 
later a roentgenogram was made of the 
cecum. The radiologist at the North Coun- 
try Community Hospital, Dr. Philip Brown, 
rendered the following report: 

“Films and fluoroscopic examination of 
the terminal ileum and colon six hours 
after barium by mouth demonstrate no 
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definite evidence of abnormality at the 
ileocecal valve. The contour of the cecum 
suggests no abnormality. It is normally 
flexible to deep palpation. There is noth- 
ing to suggest obstruction to the passage 
of the barium through the ileocecal valve. 
There is some tenderness over the scar. 
There is a metallic shadow 7 by 10 mm. 
apparently in the soft tissue of the left but- 
tock.” 

On November 4, 1946, about four 
months after operation, I again saw the 
patient in a follow-up visit. His appetite 
is good, his bowel function is normal, he 
has no gas and no disturbance in relation 
to food. His weight remains normal. How- 
ever, he does complain of having occa- 
sional attacks of cramplike abdominal pain 
which last a few minutes and then dis- 
appear. His abdomen is soft, flat and not 
tender. No mass is palpable. The scar is 
well healed by first intention. 


Summary 

Phlegmonous cecitis is apparently an un- 
common disease entity. Its symptoms are 
typical of those of appendicitis except that 
occasionally a mass may be palpated in the 
right lower quadrant. Operation is indi- 
cated if only to make a differential diag- 
nosis. In the cases reported, the procedure 
in handling this satin has been about 
evenly divided between the conservative 
type and the radical type of treatment. 
There are not enough statistics available to 
indicate clearly which is the better pro- 
cedure. The 10 per cent mortality recorded 
for operation for this condition has oc- 
curred in those cases where resection of 
other complicated procedures have been 
carried out. 
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MESENTERIC VASCULAR OCCLUSION 


Howard J. Hoppenhauer, M.D. 


Malverne, N. Y. 


In 1942 Laufman and Scheinberg re- 
ported a series of 44 cases of portal and 
mesenteric occlusion, in which 11 were 
arterial and 33 venous occlusion. In no 
case of arterial occlusion which came to 
autopsy was the superior mesenteric artery 
spared; it invariably contained a thrombus. 
The length of intestine involved by infarc- 
tion or gangrene varied from 8 cm. to the 
length of the entire small intestine and half 
the large intestine in the proved cases. In 
20 of the 44 cases, there was no infarction 
of intestines involved. The superior mes- 
enteric vessels are most often siaaed per- 
haps because in the case of the inferior 
mesenteric artery the collateral circulation 
is so good that a block does not cause an 
infarction of the intestines. Thrombosis 
of the superior mesenteric veins is the most 
frequent mesenteric vascular occlusion. 
When arterial obstruction occurs it is due 
either to embolism or to thrombosis. 
Thrombosis is always the cause of venous 
obstruction—the two main factors respon- 
sible are portal obstruction and peripheral 
sepsis. 


Etiology: 


Warren and Eberhard have presented 
the following outline of the etiology of 
mesenteric vascular occlusion. 

1. Known infection, including throm- 
bophlebitis, appendicitis, intestinal ul- 
cer, pelvic abscess, peritonitis, and gen- 
eral sepsis. 

2. Hematogenous causation: Blood 
dyscrasias or changes known to predis- 
pose to thrombosis, such as splenic ane- 
mia and polycythemia vera. 

3. Traumatic: Trauma of any sort to 
mesenteric vessels; tearing of mesentery 
and trauma from obdominal operation. 

'. Mechanical: Largest group. Portal 
stasis, pressure from tumor, pressure 
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from adhesions or congenital bands. 
Volvulus and strangulated herniae may 
also be included. 
Occasionally no cause for thrombosis 
can be found. 


Of special interest are those cases of 
portal or mesenteric venous occlusions 
which did not result in infarction of the 
intestine. Death in these cases was due to 
such factors as generalized sepsis, general- 
ized thrombosis, toxemia or liver insuffi- 
ciency. One case was that of a ten-day-old 
male infant, whose mother developed puer- 
peral sepsis. The infant had acute ompha- 
litis with thrombosis of the umbilical, por- 
tal and splenic veins and died of peritoni- 
tis and sepsis. Another case was that of a 
35-year-old female who died three weeks 
after delivery with generalized thrombotic 
phenomena, following acute and subacute 
endometritis with retention of placental 
tissue. The uterine veins were involved by 
thrombosis, which had extended into both 
common iliac veins, the inferior vena cava 
and inferior mesenteric vein. There were 
mural thrombi in both auricles and multi- 
ple emboli in branches of the pulmonary 
artery. 


Symptoms: 

The symptoms are those of acute intes- 
tinal obstruction, strangulation, rupture of 
a viscus or peritonitis. In most cases the 
pain is agonizing, constant and usually 
overshadows the vomiting. In ordinary ob- 
struction, vomiting is usually the prime 
symptom. Shock is most pronounced in 
patients with arterial occlusion. In general, 
the symptoms in cases of venous occlusion 
are of longer duration. The disease is 
characterized by the sudden onset of severe 
central abdominal pain, shock, severe colic, 
nausea and vomiting, and either complete 
intestinal obstruction or repeated passage 
of bloody feces. As the condition pro- 
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gresses, distention, fecal vomiting, dehy- 
dration, low blood pressure, a rapid feeble 
pulse, leukocytosis, a normal or only 
slightly elevated temperature and abdom- 
inal tenderness with rigidity are observed. 
It is uncommon for the disease to be cor- 
rectly diagnosed before operation. 


Treatment: 

There is no doubt that resection is the 
only hope for patients with involvement of 
an appreciable length of intestine by in- 
farction. There are two types of cases in 
which operation is of no value: (1) cases 
in which all of the small intestine is de- 
prived of blood supply, as in superior mes- 
enteric occlusion, and (2) cases in which 
the patient's general condition is so des- 
perate (due to co-existing heart disease, 
toxemia, or liver impairment) that any op- 
erative procedure is out of the question. 
However, Moore reported in the British 
Journal of Surgery that he believes excision 
of the affected bowel and mesentery should 
be done even in desperate cases. “If the 
patient dies on the operating table, it is 
certain that no good would have followed 
exteriorization.’ Many more patients with 
resectable lesions could be saved by correct- 
ing the reduced blood volume and treating 
shock before attempting surgery. Trans- 
fusion of 2,000 to 3,000 cc. preoperatively 
is indicated, or plasma transfusions are in 
order. To combat the postoperative propa- 
gation of thrombi, Murray has advocated 
the administration of heparin during and 
after operation. If resection is not done, it 
is dangerous to administer an anti-coagu- 
lant because of the added blood and fluid 
loss into the lumen and peritoneal cavity. 
Exteriorization should only be carried out 
if the patient's general condition becomes 
very critical during operation, or if there 
is an associated peritonitis. 

I should like to present the following 
case report of a patient on our service at 
Meadowbrook Hospital. 

S.D.—74 years—white male—Christian 
Scientist—admitted 5/26/46 at 3:30 
P.M.—discharged 6/6/46. 

Present—Suddenly had severe pain RLQ 
at 7 A.M. (5/25/46); intermittent—more 
severe as day progressed. Started to vomit 
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at 10 A.M.—several times since. Last B.M., 
was yesterday. No vomiting or B.M. to- 
day. 
Past Med.—1. Typhoid 20 years ago 
2. Hypertension past 10 
years—treated regularly 

Examination—In severe pain: 
Heart—enlarged; apex 6 i.c.s., axillary 

line. Harsh systolic and diastolic at 

apex. BP—200/100. 

Abdomen—Tender both lower quad- 
rants, more over McBurney point. Vol- 
untary splinting—marked rebound. No 
peristalsis heard. Slight distention lower 
abdomen. 

Admitted to medical service as coronary, 

diagnosis of referring physician. 

9:30 P.M.—Surgical Consultation 
Urine—neg.; slight trace of albumen 
WBC—10,000, Poly. 80%, Lymph. 

20% ; NPN 72——5/26 
Slight voluntary spasm of right rectus 

with minimal pain on deep palpation over 

McBurney area. Repeat WBC, urine in 

A.M. If rigidity persists or increases 

advise laparotomy. 

5/27 /46— 

EKG: Regular 
sinus rhythm 
P inverted 


No clinical evidence 
of coronary occlu- 
sion. VR = PR = 86. 
No liver palpated. 
slurring S No need for digitalis, 
T inverted | (Medical Service) 
WBC—4,300, P-66, L-30; NPN 81, 
creatinine 2.6. ° 
Sed. Rate—26 mm. per hour. Sugar 
220. 

Enema by medical service—brown stool, 
no blood. 

X-ray Chest — Questionable saccular 
aneurysm arch aorta. Lungs clear. 
Heart moderate size. 

X-ray Abdomen—Cardiac antrum dis- 
tended with fluid and gas—transverse 
fluid lines in upper abdomen. Marked- 
ly distended small intestinal loop, 
probably upper ilium—no other in- 
testinal loops distended with gas. 
P.M.—Accepted on surgery, after 
eventually signing consent for opera: 
tion. 

6:50 to 8:30 P.M.—Laparotomy: right 
lower rectus i,k Spinal 80 
procaine, 10 pontocaine. About 500 
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‘ool, 


cc. Of free serosanguineous fluid 
(sterile on culture); 2 ft. red black 
sanguineous bowel (ileum?) in right 
lumbar gutter with thrombosed veins 
in mesentery; an open end-to-end anas- 
tomosis with a “V” resection of the 
mesentery. Blood pressure dropped 
from 170/100 to 80/50 but responded 
to two cc. of methedrine and 1,000 
cc. of blood plasma with 1/6 of a 
grain of morphine sulfate. Sulfanila- 
mide, 5 grams, was instilled into the 
peritoneal cavity and right rectus 
sheath, 

5/28 /46—Postoperatively we are faced 
with a question of fluid balance in a 
hypertensive cardiac. 

Blood plasma = 7 (albumin 5.1, globu- 
lin 1.9) 

Sugar = 120, NPN 80, creatinine 2.2, 
chlorides 462, blood sulfadiazine 12. 

Treatment: 
1. Penicillin 100,000 units q. 2h. 

. Wangensteen suction 

Blood plasma 500 cc. 

Amigen 1,000 cc. 

1 ampule Solu-B daily 

6. Sodium sulfadiazine 2 grams stat 

7. Infusion 1,000 cc. 5% glucose in 
saline 

5/29/46—General condition better. 


x 
a 
4. 
5. 


Temperature 100 degrees. No abdom- 
inal distention, no peristalsis, no gas 
passed per rectum. Deep breathing 
and leg exercises. Sodium sulfadia- 
zine 2 grams every 12 hours. 
NPN—48, hematocrit 42, creatinine 
1.5, WBC 7,400, pulse 68. 
5/30/46—Out of bed in a chair. Wan- 
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EDITORIALS 
—Concluded from page 61 
ing or hauling of all belongings in the trek 
for survival. 
Garber thinks that we should not judge 
the Eskimos harshly for this strange and 
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gensteen suction off every two hours. 
5/31/46—Patient doing very well. On 
the second day gastric feedings. No 
abdominal distention, 
Sitting in chair three hours. Received 
a retention oil enema and soapsuds 
enema. Given an infusion 1,000 cc. 
5% glucose in saline. 
NPN—39, creatinine 1,5, blood pro- 
teins 5.7 (albumin 4.5, globulin 1.2) 
Blood sulfadiazine 6.3 
6/1/46—Passing gas per rectum. Wan- 
gensteen suction removed. On third 
day gastric regimen. Stool per rectum 
from today on. In chair four hours. 

6/3/46—NPN—28, creatinine 1.5 

6/6/46—Discharged home on a soft 

gastric diet. 

Temperature in the postoperative period 
ranged from 99 degrees to 101 degrees, 
which was the highest on the first post-op- 
erative day. His temperature was normal 
from the fourth postoperative day on. 

Final diagnosis—Mesenteric Thrombosis 
(Venous). 

This case report was presented to illus- 
trate the problem for diagnosis that all 
cases of mesenteric vascular occlusion are. 
The fact that the patient had no fall in 
blood pressure, elevation of pulse, clinical 
shock, bloody feces, or a rapidly rising 
leukocytosis, but rather a drop in total 
white blood count and polymorphonuclears 
—all were misleading as far as the proper 
diagnosis was concerned. This should 
serve as a stimulus to us to be eternally 
vigilant, whenever we are dealing with a 
case that may be considered as one of pos- 
sible mesenteric vascular occlusion. 


seemingly cruel practice of postnatal in- 
fanticide which a merciless environment 
has forced upon them. 

In turn, we hope that the Eskimos will 
not judge us harshly for our huge annual 
record of prenatal infanticides. 
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THE GOAL OF THE BLUE CROSS 
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Secretary, Mississippi Valley Medical Editors’ Association 
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Hospital Service Associations, designed 
to sell hospitalization insurance at low cost, 
have had their real growth beginning in 
1930. These plans were introduced during 
the great depression when hospitals were 
finding it difficult to secure endowments, 
gifts and paying patients. Because of their 
non-profit nature and benefit to local hos- 
pitals, the plans received free publicity 
from the press and secured the support of 
clubs, charitable organizations and other 
local civic groups as well as medical 
societies, 

Some i15 Hospital Service Associations 
are now in operation throughout the 
United States and Canada, 86 of which 
have met the “Standards for Approval” 
provided by the Commission on Hospital] 
Service of the American Hospital Associa- 
tion, which is known as the Blue Cross 
Commission. Many of the remaining plans 
are single hospital plans limited to a few 
hundred subscribers. The Blue Cross 
Commission states that 3700 hospitals, 
85 per cent of all general hospital beds, 
in the United States and Canada, are 
Blue Cross Member Hospitals. The Com- 
mission on Hospital Service was estab- 
lished in 1937 with a grant from the 
Julius Rosenwald Fund. These “approved” 
hospitalization insurance plans are con- 
trolled by the hospitals as number one 
requirement of the “Standards for Ap- 
proval states: “The interests and the 
responsibilities of participating hospitals 
make it necessary that a majority of the 
policy making body be hospital trustees, 
administrators and/or representatives of 
the member hospitals.” The “approved” 
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plans are permitted to place on their lit- 
erature and record forms the insignia of 
the American Hospital Association super- 
imposed on a blue cross which is the 
reason for the name, “Blue Cross Plans.” 


Growth of Blue Cross 


Thousands of physicians throughout the 
country have been appalled at the steady 
advance of some of the Blue Cross Hos- 
pitalization Plans into the realm of medi- 
cal practice. The Blue Cross started out 
to provide pure hospitalization insurance 
at low cost and was designed to help the 
financial burden with which nearly every 
hospital was suffering at the time. That 
the plan has been successful there is no 
denial, for it is largely responsible for 
filling our hospitals to the overflowing 
stage, and freeing hospitals from debt. 
In fact, in many communities, hospitals 
have been removed: from the list of Com- 
munity Chests and no longer are con- 
sidered the charitable organizations they 
were a few years ago. The financial in- 
dependence of many hospitals naturally 
cannot be entirely attributed to the Blue 
Cross. The present era of prosperity has 
been a big factor together with the fact 
that so-called charity patients have largely 
disappeared, as far as hospitals are 
concerned. In most instances, hospitals 
are being paid for “charify cases” out of 
some type of public assistance funds. 

Over 22,000,000 people in the United 
States (every sixth person) are now fe- 
ported insured by the Blue Cross organi- 
zations. In some urban centers such as 
Cleveland, Ohio, Rochester, N. Y., and 
Rockford, Illinois, over 50 per cent of 
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the population are covered. Naturally the 
Blue Cross is greatly worried about the 
bills designed to provide compulsory hos- 
pital and medical care insurance. If such 
a bill is eventually enacted, it would be 
a death blow to the Blue Cross. Why 
would anyone want to pay for voluntary 
hospitalization insurance if he were being 
taxed each month to provide such care? 
The success of the Blue Cross plan is be- 
ing played up to our politicians in an effort 
to kill the compulsory bills and the Blue 
Cross has been working furiously to in- 
crease the number of its subscribers. If 
it can secure 65 or more million subscrib- 
ers, then it can point out to the politicians 
the foolishness of providing compulsory 
hospitalization insurance when half the 
people in this country already have this 
protection. 


Blue Cross Medical Services 


In an effort to make the Blue Cross 
policies as attractive as possible, and 
therefore to sell them more easily, the 
policies in many communities are no longer 
limited to pure hospitalization. An ever 


increasing number of medical services are 
being included—anesthetics, all labora- 
tory and x-ray examinations, electrocardio- 
grams, and even the field of therapeutics 
is being invaded by including physical 
therapy treatments, first aid treatment, 
X-ray therapy, etc. In other words, what 
started out to be pure hospitalization insur- 
ance now includes an increasing number of 
medical services, which properly can only 
be rendered by legally licensed physicians. 

The Blue Cross goal appears to be to 
sell everyone hospitalization (and eventu- 
ally medical care) insurance and to make 
the hospital the community health center, 
thus concentrating the practice of medi- 
cine there. As time goes:on, the plan 
appears to be to have the hospitals manned 
by full-time physicians, covering all spe- 
cialties, on a salary basis. And why not? 
If the plan works well by having full-time 
anesthesiologists, pathologists, physical 
therapists and radiologists, why not extend 
it to include the other medical specialists? 
The official publication of the American 
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Hospital Association, the sponsor of the 
Blue Cross, ‘‘let the cat out of the bag” as 
far as the eventual goal was concerned 
when it stated editorially in 1937 that 
“Diagnosis, treatment and care of the 
ambulatory sick become increasingly the 
function of the hospital as the hospital 
develops into the center of community 
health activities. . . . The patient, what- 
ever his economic status, is entitled to 
receive the necessary service of the clini- 
cian, the surgeon, the pathologist, the 
radiologist, the nurse and the lay people 
who attend him. All these services are part 
of the hospital.” 

This plan for a greater hospital out- 
patient service for ambulatory cases has 
not been changed since 1937. This is evi- 
denced by the recent address of Dr. John 
B. Pastore, Executive Director of the 
Hospital Council of greater New York, 
at the 16th Annual Meeting of the Tri- 
State Hospital Assembly (IIl., Ind., Wis., 
Mich.) held at Chicago last May. Dr. 
Pastore is reported to have stated: “In 
the over-all planning of hospital and allied 
facilities, it seems inevitable that there 
will be unprecedented expansion in the 
care and facilities of the ambulatory 
patient.” 

If the patient is to be successfully edu- 
cated to go to the hospital whenever he 
is ill, ambulatory or not, physicians may 
as well close their private offices because 
private medical practice will eventually 
be a thing of the past, except in remote 
regions of the country. 

Wilmot Read, a well-known Pacific 
coast surgeon and Past-President of the 
Washington State Medical Society, aptly 
sums up this entire matter: 

“We are now approaching the day when 
physicians will be merely a class of skilled 
workers, readily hired and fired by the 
community health center. The average prac- 
titioner should decide whether it would 
be worse to have compulsory health insur- 
ance providing cash benefits for medical 
care under government control or medical 
practice controlled by the Blue Cross and 
Hospital Corporations, delivered by sala- 
ried doctor-employees.’’?- 

The question now, doctor, is what are 


7 





YOU going to do about it? Most Blue 
Cross plans advertise that they are spon- 
sored by their participating hospitals 
“and the medical profession.” The very 
least we can do, RIGHT NOW, is to com- 
pel the Blue Cross to remove the state- 
ment ‘and the medical profession” from 
all their literature, if they are supplying 
medical services. Certainly every county 
medical society should withdraw its ap- 
proval of a Blue Cross plan wherever it 
includes medical services. The Chicago 
Medical Society did this on January 6, 
1946. The Adams County Medical So- 
ciety, of Illinois, did it on May 8, 1946. 
It is preposterous to think we are to 
sponsor any Organization whose aim is 
to help destroy the private practice of 
medicine. Nearly every Medical Society 
originally endorsed the Blue Cross when 
it was selling pure hospitalization insur- 
ance. This was done in good faith. But 
now when a Blue Cross plan sells medical 
services, without the approval of the pro- 
fession, and attempts to dictate the prac- 
tice of medicine, we should promptly with- 
draw our approval of that plan. 

Another suggested be for the Blue 
Cross Associations is to have on _ their 
Boards of Directors a number of prac- 
ticing physicians, who are periodically 
appointed by their County Medical Society 
to serve in that capacity. It is also suggested 
that such Boards be organized so that 
they can automatically eliminate members 
who do not attend a reasonable number 
of meetings. This would insure having 
as directors, a group, all of whom were 
actively interested and prevent “the play- 
ing up’ of names, year after year, of in- 
dividuals who take no interest. I have in 
mind one Blue Cross Association that has 
carried the name of a physician-director, 
who is well known in his state, as one of 
their vice-presidents for over ten years and 
who has never attended a Board of Di- 
rectors meeting. 


Attitude of Private Insurance 

There is much food for thought in the 
following, quoted from an executive of 
a large insurance company: 

“At least one medical editor has his 
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thinking straight and has not been ob- 
scured overmuch by the powerful public 
relations job the Blue Cross organization 
is foisting on the doctors, editors, hos. 
pitals, and politicans. In this connection, 
I should like to offer a new train of 
thought which may or may not have 
occurred to you previously. These organiza- 
tions emphasize themselves as voluntary, 
non-profit, hospital care associations. They 
are no more voluntary than any other type 
of insurance placed by individuals or em- 
ployers at present. Most of them are any- 
thing but non-profit as they have been 
building up surpluses and any accountant 
will verify that an increase in surplus for a 
period of operations represents a profit for 
such a period. In this respect, they differ 
from mutual insurance companies only in 
that they do not return any portion of such 
profit to their policy holders. As to the 
care aspect, they deal in cash, collecting it 
from subscribers who are the exact equiva- 
lent of policy holders and paying it to 
hospitals who are the exact equivalent of 
assignees under any commercial insurance 
policy. They are definitely dealing in in- 
surance rather than hospital or medical 
care, and they are engaged in the insur- 
ance business without close state supervi- 
sion which is given other insurance car- 
riers for the public benefit and without 
carrying any of the tax load which is 
placed on all insurance carriers. As you 
probably know, the tax on the business 
of insurance by the state is in the nature 
of a franchise tax rather than an income 
‘ax and a certain per cent of total pre- 
mium volume is assessed as a tax regard- 
ess of whether or not there is any under- 
writing profit involved in the business. | 
have made rather a comprehensive study 
of the Blue Cross history in an attempt to 
ascertain their present and ultimate goal, 
and it has become quite obvious to me that 
they intend to dominate not only the field 
of hospital insurance but also the field of 
surgical and medical care eventually. It 
would seem to me that this would have the 
same connotation to the doctors as social: 
ized medicine in the long run and at best 
their entrance into the medical care field 
should be regarded as the lesser of two 
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evils. It is my personal opinion that if the 
Blue Cross organizations intend to expand 
their field of insurance underwriting to 
take in more than just hospitalization in- 
surance, that they should be regarded, 
supervised, and taxed exactly as any other 
insurance carrier. If this were done, they 
would no longer be regarded as an elee- 
mosynary institution by the public and in- 
surance companies would be able to com- 
pete with them on a fair competitive basis. 
The final results would probably be that 
the insurance business would be done by 
insurance companies and the medical and 
hospital care would be administered by 
doctors and hospitals, with a maximum of 
free enterprise for all concerned.’’4 


Profession Approves 
Hospitalization Insurance 


I do not wish to be misunderstood as 
one who disapproves of hospitalization in- 
surance. Like the great majority of physi- 
cians, I firmly believe every family should 
carry this protection. I am sure that I 
voice the opinion of the great majority of 
physicians in private practice today when I 
state we condemn the manner in which the 
Blue Cross plan in certain territories is 
gradually encroaching on private medical 
practice. Since the Blue Cross plan is con- 
trolled by the hospitals, we believe it 
should be entirely confined to providing 
Hospital Insurance and not include the 
services of physicians, which many plans 
are now doing. Many plans believe that 
anesthetics, all laboratory and x-ray exam- 
inations, and x-ray treatments are hospital 
procedures which the hospital should pro- 
vide under the insurance plan. We con- 
tend that these are medical services and 
that they can best be rendered by legally 
licensed medical graduates, and therefore 
should not be included in a Hospitaliza- 
tion insurance contract. We object to the 
hospitals selling the services of any physi- 
cian as this places the hospital in the posi- 
tion of practicing medicine, which it is not 
licensed or permitted to do by law. The 
analogy is somewhat similar to that of the 
practice, which prevailed a number of years 
ago, by banks, of drawing up wills for their 
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patrons. The lawyers finally put a stop to 
this, for a will can only be legally drawn 
by a lawyer; anyone else doing this is 
practicing law without being licensed by 
the State as competent to render such a 
service. 

We feel that unless this steady inroad 
into the practice of medicine by hospitals 
is not stopped that it will eventually com- 
pletely destroy the private practice of medi- 
cine, with resulting deterioration in all 
medical service. Most physicians feel that 
they, with their many years of training and 
experience, are best qualified to control the 
practice of medicine and that this should 
not be attempted by ‘‘any corporate, lay, or 
government agency outside the medical 
profession.” Physicians are frank in stat- 
ing they don’t want to be classed as skilled 
laborers, readily hired and fired by the 
community health center (Hospital), which 
will surely happen if medical practice be- 
comes controlled by the Blue Cross or Hos- 
pital Corporations and is delivered by sal- 
aried, doctor-employees. 


Summary 


The private practice of medicine, as 
practiced in this country for decades, 
has resulted in the lowest death rate of any 
large country. Physicians feel they can 
render the public the best service under 
such a system and they want to continue 
to serve the public in that capacity. 

In other words, physicians in private 
practice are in the fight to help preserve 
private enterprise and don’t want to be 
“swallowed up” by the Federal Govern- 
ment, The Blue Cross, or Hospital Corpo- 
rations. 
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ASSOCIATED PHYSICIANS OF 
LONG ISLAND 


Minutes of the 49th An- 
nual Meeting (the 142nd 
regular meeting) of the 
Associated Physicians of 
Long Island: 

The 49th Annual Meet- 
ing and the 142nd regular Meeting of the 
Associated Physicians of Long Island was 
held at Brooklyn, New York, on Saturday, 
January 25, 1047, with a clinical and scien- 
tific program at the Brooklyn Hospital and 
a dinner in the evening at the Hotel 
Granada. 

The clinical session was presented from 
9 A.M. to 12 Noon and consisted of Oper- 
ative Clinics and Dry Clinics. 

A delightful luncheon was served at 1 
P.M. with the compliments of the hos- 
pital. 

At 2:30 P.M. the staff of the hospital 
presented the following scientific program. 

1. The Diagnosis of Cancer of the Pan- 
creas: Dr. Charles G. Williamson. Discus- 
sion by: Dr. C. C. Murphy and Dr. Kramer. 

2. A Rationale for the treatment of 
Diabetes: Dr. George E. Anderson. Dis- 
cussion by: Dr. D. T. Bonham and Dr. F. 
B. Cross. 

3. Experience with the Pomeroy Method 
of Sterilization at the Brooklyn Hospital: 
Dr. William F. Nelms. Discussion by: Dr. 
A. C. Martin and Dr. C. Duncan. 

4. The Advantages of Split Thickness 
Skin Grafts: Dr. Stuart A.. Winning. Dis- 
cussion by: Dr. Felicetti, read by Dr. 
Bartels. 

5. Problems of Gastric Surgery: Dr. 
Ainsworth L. Smith. iDscussion by: Dr. C. 
A. Hettesheimer. 

6. Uterine Hemorrhage in Uremia: Dr. 
Winfield E. Stumpf. Discussion by: Dr. A. 
B. Johnson. 

The annual business meeting was called 
to order by the 1st Vice-President, Dr. E. 
A. Griffin, at 5:00 P.M. 
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The minutes of the last annual business 
meeting were read by the secretary and 
accepted as read. 

The Membership Committee report was 
read by the chairman, Dr. Stanley C. Hall. 
The following candidates for membership 
unanimously approved by the Membership 
Committee were elected to membership. 

Dr. Francis P. Coombs—Cornell—1940 
—Brooklyn; Dr. Charles J. Crawley— 
LICM—1935—Brooklyn; Dr. Harold D. 
Warren—McGill—1937—Brooklyn; Dr. 
R. M. Gallagher; Dr. Ralph P. Stevens— 
Albany—1931—Baldwin; Dr. William E. 
McCullough—Jefferson—1921—Jamaica; 

Legal Committee: Dr. Butler, Chairman, 
no report. 

Historical Committee: Report read by 
Dr. Woods of the names of members who 
died in the past year. All present stood in 
silent prayer for one minute following the 
reading of these names. 

Dinner Committee: Report read by Dr. 
Wood—accepted as read. 

Treasurer's Report: Read by Dr. Wood. 
To be audited in March by a committee 
consisting of Doctors Butler, Pepe and 
Charles A. Anderson. 

Executive Secretary's Report: Read by 
Dr. Wood. Resignations of Drs. McLean, 
Franciscus, Pallister accepted with regret. 

The following members were elected to 
Emeritus Fedowship: Dr. Alfred C. Beck, 
Dr. J. Sturdivant Read, Dr. Otto E. F. 
Risch, Dr. John L. Bauer, Dr. C. D. 
Napier. 

New Business: The nominating commit- 
tee report was read by the Chairman, Dr. 
Charles A. Anderson, who presented the 
following slate: 

Chester L. Davidson, M.D., Jamaica, 
New York, President; Edwin A. Griffin, 
M.D., Brooklyn, New York, President- 
Elect; William C. Carhart, M.D., East Islip, 
N. Y., 1st Vice President; Mervyn V. Arm- 
strong, M.D., Brooklyn, New York, 2nd 
Vice President; Eugene H. Coon, M.D., 
Hempstead, N. Y., 3rd Vice President; 
Charles G. Williamson, M.D., Brooklyn, 
N. Y., Secretary; Gerald E. Pauley, M.D., 
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Queens Village, N. Y., Ass’t. Sec’y.; E. 
Harrison Griffin, M.D., Brooklyn, N. Y., 
Treasurer. 

Following the reading of this slate it was 
moved, seconded and unanimously carried 
that the nominations be closed and the 
secretary was instructed to cast one ballot 
for the nominees. 

Dr. Arthur C. Martin read the resolu- 
tion on the death of Dr. Albert M. Bell. 


It was moved, seconded and unanimously 
carried that the resolution be incorporated 
in the minutes of the meeting and a copy 
of the resolution be sent to Dr. Bell's 
widow. 

The meeting adjourned at 5:30 P.M. 


Respectfully submitted, 
M. V. Armstrong, M.D. 
Secretary 


Resolution—Read by Dr. Arthur C. Martin 


Mr. President and Members of the Associated 
Physicians of Long Island: 

It is a sad yet a great privilege for me to pay 
tribute to the memory of my close friend of forty 
years, Albert Mortimer Bell—who, at the time of his 
death, July 19, 1946, was second vice-president of the 
Associated Physicians of Long Island. 

Doctor Bell was born November 26, 1885 at City 
Island, New York, his family moving to Glen Head, 
Long island, when he was six years old. 

From that day until his last, his loyalties and 
enthusiasms were linked with Long Island. After com- 
pletion of grade school in Glen Head he graduated 
from Boys’ High—then to Cornell University Medical 
College—then, fulfilling his great ambition, interne- 
ship at the “Methodist”, followed by three years of 
practice in Brooklyn. 

In April, 1913, he succeeded to the precios of 
Doctor Grant Stanley in Sea Cliff—rapidly expand- 
ing his service to the people of the many towns 
comprising the North Shore of Nassau County. 

Early associated with Nassau Hospital, then the 
only hospital in the County, he took the lead in the 
establishment of the small hospital in Glen Cove, 
which soon gre ev to the splendid North Country 
Community Hospital. 

From the first establishment of hospital service in 
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THE NATIONAL SOCIETY FOR 
MEDICAL RESEARCH 
ORGANIZED 


The National Society for Medical Re- 
search, a clearing house for information 
on medical studies and discoveries, has 
been organized under the sponsorship of 
the Association of American Medical 
Colleges with the cooperation of 101 
national scientific organizations. 

Dr. Anton J. Carlson, President of the 
National Society for Medical Research and 
Professor Emeritus of Physiology at the 
University of Chicago, has announced the 
establishment of the Society’s headquarters 
office in Chicago, Illinois (25 E. Wash- 
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that area he was untiring in his constructive activities 
directed to the improvement of the service and from 
the beginnnig until shortly before his death, when he 
was made Consultant in Obstetrics, he held the 
position of Chief of Obstetrical Service. 

Countrywide medical matters found him always an 
earnest worker. He was president of the Nassau 
County Medical Society in 1928-29. 

At the close of his interneship he married Isabel 
Chellborg. To them were born five children, and his 
home gave always the evidence of the closest of love 
and devotion. 

Bert Bell loved his fellow man, and received in 
return the universal trust, confidence and love of 
his many patients, friends, and, perhaps most of all, 
his fellow practitioners. 

His bravery and good spirits during these last few 
years, when he suffered repeated physical setbacks 
served only to bring out more clearly the splendi 
unselfishness of his character. 

Every branch of medical practice in Long Island 
has suffered a severe loss, and I move you that this 
organization, the Associated Physicians of Long 
Island, give recognition of their high esteem and 
of their sorrow by standing in silence for a brief 
minute. 


ington Street). Ralph A. Rohweder, 1946 
President of the Chicago Junior Association 
of Commerce and former consultant and 
editor for the National Safety Council, 
has been appointed Executive Secretary. 

The Society has as its purpose the ad- 
vancement of research in medicine, biology, 
pharmacy, dentistry, and veterinary medi- 
cine. 

Dr. Carlson emphasized that an im- 
portant function of the Society is to an- 
alyze and expose the propaganda of small 
but highly vocal groups which object to 
the use of animals in the experiments 
without which medical science would still 
be in its infancy. 
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CONTEMPORARY PROGRESS 


PUBLIC HEALTH, INCLUDING INDUSTRIAL MEDICINE 
AND SOCIAL HYGIENE 


Antitoxin Titers Following Immunization 
with Protamine-Precipitated 
Diphtheria Toxoid 


VICTOR ROSS and associates (Ameri- 
can Journal of Public Health, 36:645, 
June 1946) report the use of protamine- 
precipitated diphtheria toxoid for im- 
munization of children of pre-school and 
school age against diphtheria. This toxoid 
is almost entirely. free of bacillary protein. 
Approximately 4000 children have been 
given one or two injections of this toxoid 
and in no case was the reaction severe 
enough to cause the mother to call the 
child health station where the injections 
were given. Of 534 Schick-positive chil- 
dren who were given one injection of 
this toxoid 96 per cent became Schick- 
negative; of those who remained Schick- 
positive, 8 were given a second injection 
of the toxoid and 7 of these became 
Schick-negative. More recently the anti- 
toxin level of the block was determined 
in children who were Schick-positive be- 
fore the toxoid injections were given. It 
was found that two and a half to eighteen 
months after a single subcutaneous injec- 
tion of the toxoid, the antitoxin content 
of the blood was between 1/100 and 1/5 
of a unit in 78 per cent of the children; 
in 26 per cent the value was 1/10 of a 
unit or more. When two doses of toxoid 
were given, 79 per cent of the children 
showed an antitoxin content of 1/10 of 
a unit or more in the blood two and a 
half to three months after the second 
injection, and at this time 60 per cent 
had an antitoxin content of 1/5 of a unit 
or more. Later, nine to fifteen months 
after the second injection, 90 per cent of 
the children showed a value of 1/10 of a 
unit or more, and 59 per cent, 1/5 of a 
unit or more. Comparing these results 
with those reported for alum-precipitated 
toxoid, the protamine-precipitated toxoid 
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gives a somewhat better result in the ear- 
lier months after the immunization, while 
it tends to maintain the antitoxin values 
at a higher level in the twelve-month 
period after the immunization. 


COMMENT 


It is difficult to directly compare this work 
with the work of Volk and Bunney since the 
authors used the Schick test as basis (less 
than .001 unit to .004 unit antitoxin per cc.) 
while Volk and Bunney divided their results 
into children with less than .001 per cc. and 
those with more than this amount on direct 
titration. 

The presence of over .001 unit before im- 
munization boosted Volk cnd Bunney figures 
from 37 per cent to 86 per cent in the group 
with more than .1 cc. unit per cc. at the end 
of one year. One wonders if the gross range 
of the Schick test (positive) has not some- 
thing to do with the percentages obtained by 
Ross. A different method of titration was 
used in each study. The absence of reaction 
needs controlled study with the newer puri 
fied alum-precipitated toxoids—E.G.B, 


The Recrudescence of Syphilis in 
New York State 


I. ROSEN (New York State Journal of 
Medicine, 46:1353, June 15, 1946) notes 
that the incidence of syphilis in New 
York State, which had been greatly re- 
duced after World War I up to World 
War II, has again shown an increase in 
the last two years. Organized methods of 
control are necessary to combat this. Every 
effort should be made to isolate and treat 
active cases and to investigate the contacts 
and families of such cases. With the use 
of penicillin in the treatment of syphilis, 
one of the major problems from the stand- 
point of public health is to follow up 
syphilitic patients who have had penicillin 
therapy to determine its actual curative 
value. Penicillin is of undoubted value in 
the treatment of early syphilis, because of 
its therapeutic effect without serious reac 
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tions, and because it so promptly controls 
the contagious stage. But until the amount 
of the drug necessary to affect a permanent 
cure is known, a 


shorter period of exposure to T.N.T. than 
those dying of aplastic anemia. The me- 
dium period of exposure for the toxic 

hepatitis cases was 





reinforcement 
course of an ar- 
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heavy metal 
should be re- 
quired to prevent 
relapses and com- 
plications. 


Brooklyn, N. Y. 
New York, N. Y. 


Brooklyn, N. Y. 
COMMENT .. 


Admittedly more 
time must pass be- 
fore a _ complete 
evaluation of peni- 
cillin therapy can 
be made. Most 
syphilologists agree 
that in early syphi- 
lis bismuth should 
be combined with 
penicillin, It is gen- 
erally agreed that 
the most effective 
dosage of penicillin 
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Malford W. Thewlis 
Thomas M. Brennan 
Victor Cox Pedersen 
Harvey B. Matthews 
Obstetrics. Gynecology 
L. Chester McHenry 
Nose and Tineus@eslegy 


Oklahoma City, Oklahoma 
Madge C. L. McGuinness 


Harold R. Merwarth 
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63 days, and of 
the aplastic ane- 
mia cases 216 
days. Most of the 
patients who de- 
veloped toxic hep- 
atitis noted symp- 
toms of nausea, 
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ness and general 
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jaundice, but a 
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symptoms most 
frequently noted 
were weakness, 
loss of appetite 
and weight, and 
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is yet to be deter- 
mined.—E.G.B. 


Summary of Twenty-Two 
Trinitrotoluene Fatalities in 


World War II 


W. J. McCONNELL and R. H. 
FLINN (Journal of Industrial Hygiene, 
28.76, May 1946) report 22 deaths from 
trinitrotoluene poisoning occuring in Gov- 
ernment-owned ordnance plants in World 
War II. The low death raate in these 
plants as compared with the deaths due 
to T.N.T. poisoning in World War I is 
attributed to the ‘ ‘comprehensive industrial 
hygiene program’ worked out for the 
plants in cooperation with the Ordnance 
and Medical Departments of the Army 
Service Forces and the United States Pub- 
lic Health Service. In the series of 22 
cases, death was due to toxic hepatitis in 
8 cases, to aplastic anemia in 13 cases, and 
in 1 case to a combination of the two. The 
paticnts dying of toxic hepatitis were of 
a younger age group and had had a 
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bleeding from the 
nose and gums; some patients noticed 
“purple spots” on the body. As the most 
characteristic sign of toxic hepatitis is a 
high icterus index, rising rapidly, and the 
most characteristic sign of aplastic anemia 
is the reduction of hemoglobin and red 
cell count, the authors advise that deter- 
mination of the icterus index and blood 
counts should be made part of a routine 
monthly medical examination of all work- 
ers exposed to T.N.T., unless the experi- 
ence in any particular apes has shown 
such a low incidence of toxic symptoms 
that the interval between examinations may 
be extended to six to eight weeks. 


COMMENT 


Death rate due to T.N.T. poisoning was 
much lower in World War I than in World 
War II, The most characteristic sign of 
toxic hepatitis is a high icterus index, rising 
rapidly; a reduction of hemoglobin and red 
cell count is an indication of aplastic anemia. 
Therefore, the authors stress as important 
that the icterus index and blood count be 
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made part of the routine monthly medical 
examination of all workers exposed to T.N.T. 

E.G.B. 
Afebrile Parasitemia in 


Imported Vivax Malaria 


H. B. CHRISTIANSON nd associates 
at Harmon General Hospital (American 
Journal of Public Health, 36:759, July 
1946) present a study of the incidence of 
afebrile parasitemia in American soldiers 
returning from malarial areas. This ques- 
tion is of importance in relation to the 
possible spread of malaria into previously 
uninvolved areas of the United States and 
its increase in areas where the disease is 
already endemic. In a period of five 
months, approximately 200 patients with 
proven relapses of vivax malaria were ad- 
mitted to Harmon General Hospital. Some 
of these patients had been infected in the 
Pacific and others in the Mediterranean 
area. Blood smears were examined twice 
weekly for malarial parasites in these cases. 
Of the 200 patients, 81 were admitted 
because of the demonstration of malarial 
parasites in the blood, without fever. Of 
these 68 developed fever of over 100°F 
within one to seven days after admission; 
and in 13 malarial parasites were present 
in the blood for more than seven days 
without fever. The incidence of para- 
sitemia without fever for more than seven 
days was higher in Mediterranean malaria 
(25 per cent) than in Pacific malaria (13 
per cent). Of the group of 81 patients ad- 
mitted with parasitemia without fever, 11, 
or 14 per cent, developed gametocytes 
in the blood, and 4, or 5 per cent, were 
in the group who had no fever at the 
time. This gives an incidence of gameto- 
cytes in 7 per cent of the cases of relapse 
without fever for over 7 days, which is 
higher than the incidence of gametocytes 
in patients who developed fever in less 
than 7 days. This may be due to the fact 
that the patients who did not develop 
fever promptly went without treatment for 
a longer period. Since the infectiousness of 
the patient’s blood for the mosquito de- 
pends chiefly upon the number of gamet- 
ocytes present, it seems probable that the 
majority of patients among American sol- 
diers, whose relapse is first recognized by 
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demonstration of the parasites in the blood, 
constitute but little menace in regard to 
the natural spread of the disease. But this 
is because these men are promptly treated 
for an attack. In persons frequently in- 
fected and not treated, parasitemia with- 
out symptoms is more common. At least 
the findings in this series of cases do not 
diminish the necessity for adequate stand- 
ards of mosquito control. 


COMMENT 


Even after symptoms many of our ex- 
service men have acquired the habit of self 
(inadequate) treatment with atabrine. This 
keeps them on their feet but increases the 
parasitemia and public health hazard as time 
goes on. Eventually their clinical symptoms 
become severe enough to seek medical atten- 
tion. This work emphasizes that wherever 
anopheline vectors exist control programs must 
be augmented.—E.G.B. 


Tetryl Exposures 


C. N. FISCHER and H. D. MUR- 
DOCK (Industrial Medicine, 15:428, 
July 1946) report that in four years’ ex- 
perience in war industry they: have seen 
3,807 cases of tetryl dermatitis in workers 
engaged in shell loading. These cases 
constituted 4 per cent of all the occupa- 
tional diseases and injuries in the plant. 
In 117 of these cases, there was loss of 
working time of over twenty-four hours, 
and in 42 cases compensable loss of time 
(over seven days). Transference of work- 
ers with tetryl dermatitis to other employ- 
ment is an important part of the treatment. 
In 31 per cent of the cases, the severity 
of the symptoms on trial exposure made 
a permanent transfer necessary. In 32 per 
cent of the cases an apparent tolerance 
developed after temporary removal from 
contact with tetryl, so that workers could 
be returned to contact without develop- 
ing recurrences. Other workers developed 
only partial tolerance and developed recur- 
rences on heavy exposures. Whether or not 
such tolerance will develop is entirely un- 
predictable. The best methods of preven- 
tion of tetryl dermatitis were found to be 
“engineering controls” that reduced the 
worker's contact with tetryl, adequate 
ventilation, and the enforcement of hy- 
gienic measures. Mild cases of tetryl der- 
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matitis could be treated at work if the 
exposure to tetryl was reduced to a mini- 
mum; more severe cases were transferred 
from all exposure either temporarily or 
permanently, as indicated by the results 
of returning to contact. Treatment in- 
cluded the use of aluminum acetate or 
boric acid wet dressings, zinc ointments 
and lotions, and in some cases sodium 
thiosulfate intravenously. No systemic dis- 
ease could be attributed to exposure to 
tetryl in any of the authors’ cases. 


COMMENT 


In roughly one-third of the cases of tetryl 
dermatitis an apparent tolerance developed 
after temporary removal from contact with 
tetryl. The best methods for prevention of 
this condition were found to be reduction of 
exposure of workers to tetryl to a minimum, 
adequate ventilation and enforcement of 
hygienic measures. Aluminum acetate, boric 
acid wet dressings, zinc ointment and in some _ 
cases sodium thiosulfate intravenously were 
used in treatment.—E.G.B. 


RHINOLARYNGOLOGY 


Effect of Topical Penicillin in 
Infections of the Upper 
Respiratory Tract 


E. E. MENEFEE, JR. and R. J. AT- 
WELL (Southern Medical Journal, 39:- 
726, Sept. 1946) report the use of topical 
application of penicillin in upper respira- 
tory tract infections, including common 
colds, pharyngitis, septic sore throat, Vin- 
cent’s angina and acute ethmoiditis. Both 
a gargle and mouth wash of sodium peni- 
cillin in a dilution of 1,000 units per cc. 
and a spray of the same dilution were em- 
ployed. While an ordinary hand atomizer 
can be used, an atomizer powered by com- 
pressed oxygen was found -to be more 
eficient for spraying. In 66 cases of com- 
mon colds the nose and throat were 
sprayed with penicillin three to four times 
a day for three days. While this had no 
definite effect on the course of the cold, 
none of these patients developed sinusitis 
or purulent infection of the nasal pas- 
sages; 30 of the patients who had a con- 
current sore throat reported complete re- 
lief in twelve to thirty-six hours. In 51 
cases of simple sore throat, spraying every 
three hours with penicillin resulted in 
marked improvement within twenty-four 
hours in 39 cases, while in 12 cases there 
was no definite improvement. In 9 cases of 
septic sore throat due to beta hemolytic 
streptococcus, 6 patients were treated by 
spraying the nose and throat every three 
hours when they were awake; all showed 
improvement within twelve hours and were 
tree from symptoms in thirty-six hours. 
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One patient required hospitalization and 
penicillin by injection in addition. Two 
other patients (hospital employees) had 
first been given sulfathiazol; fever and 
general symptoms subsided, but both com- 
plained of severe sore throat; they were 
treated with penicillin subcutaneously for 
thirty-six hours; but the soreness of the 
throat was not relieved until the penicillin 
spray was employed. Ten patients with 
Vincent’s angina were treated by topical 
application of penicillin alone, spraying 
of the mouth and throat, followed by the 
use of the penicillin solution as mouth 
wash and gargle every three hours; all 
were relieved of symptoms in forty-eight 
hours, at which time the typical lesions 
had largely disappeared; smears became 
negative in an average of 3.1 days. Two 
patients with Vincent’s angina required 
penicillin by subcutaneous injection (100,- 
000 units) in addition to topical applica- 
tion, before recovery; and one did not re- 
spond to penicillin, and was subsequently 
treated with mapharsen. Seven patients 
with acute ethmoiditis and purulent nasal 
discharge were treated by nasai penicillin 
sprays, three times a day, preceded by 0.25 
per cent neosynephrin; all were completely 
relieved in three days. Five hospital em- 
ployees who were found to be carriers of 
beta hemolytic streptococcus were treated 
by nose and throat sprays of penicillin 
three times daily for two days; two subse- 
quent cultures at an interval of ten days 
were negative. 
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COMMENT 


Clinical reports on the use of various med- 
icaments for local treatment often sound very 
good but are infrequently accompanied by 
control studies which would make them scien- 
tifically more valuable. The consensus of 
opinion among otorhinolaryngologists in this 
country is that the local use of penicillin in 
the upper respiratory tract, excebt for per- 
haps Vincent’s infection in the mouth and 
throat, is of very little value —L.C.McH. 


Plastic Repair of the Deflected 
Nasal Septum 


SAMUEL FOMON and associates (Ar- 
chives of Otolaryngology, 44:141, Aug. 
1946) describe a method for the plastic 
repair of the deflected nasal septum. This 
operation is based on the authors’ conclu- 
sions that “the saddling’” of the nose 
after a submucous septal resection too 
near the dorsum and that the drooping of 
the tip of the nose, the distortion of the 
lobule and the asymmetry of the nares 
resulting from the removal of the caudal 
end of the septum are not caused by lack 
of septal support but by internal stresses 
arising from cicatrization of deskeleton- 
ized connective tissue. In this operation, 
the membranous septum on the right side 
is incised through its entire length; a 
bed is created in the columella by separt- 
ing its two laminae, and a cartilage graft 
is introduced and fixed in position with 
one or two silk mattress sutures. The 
authors emphasize that this cartilage graft 
is not used as a support, since the graft 
has no “abutment” above or below; it ‘iis 
used as a batten to prevent retraction of 
the columella by the subsequent pull of 
contracting connective tisue. The transec- 
tion of the membranous septum and the 
elevation of the mucoperichondrium are 
completed in the usual manner. The ob- 
structing cartilage is removed as far caudal 
as is necessary. To prevent subsequent con- 
tractile deformities, cartilage is reinserted; 
if the resected cartilage is usable, or can 
be made so by shaving or cross hatching, 
it is employed; if not, preserved isografts 
of septal cartilage are used. The cartilage 
is held in place with a rat tooth forceps 
by the assistant, while the two flaps of 
mucoperichondrium are closed over it; 
mattress sutures of silk are passed through 
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these flaps and the septal cartilage. As in 
the case of the cartilagenous graft in the 
columella, this cartilage implant is not 
intended as a support, but to prevent 
cicatricial contracture. 
COMMENT 

The work of Dr. Fomon and his associate 

is well known to rhinological surgeons and 


the details of technique are probably of most 
interest only to such surgeons.—L.C.McH. 


Tuberculosis of the Tonsil 
DAVID BERNSTEIN (Archives of 
Otolaryngology, 44:280, Sept. 1946) re 
ports that tonsillectomy was done on pa- 
tients with arrested or almost arrested wi 
monary tuberculosis when there were defi- 
nite indications for the operation. In 4 
of these cases typical tubercles and giant 
cells were found in one or both tonsils. 
In 2 of these cases the sputum was posi- 
tive for tubercle bacilli although the pul- 
monary disease was entirely arrested. After 
tonsillectomy the sputum became negative 
immediately, so that it is probable that in 
these cases the tonsils were the source. In 
one of the patients with negative sputum, 
the diagnosis of tuberculosis was definitely 
established by the histological examination 
of the tonsils; the nature of the pulmonary 
lesion had not been definitely determined 
previously. All these 3 patients showed 
rapid clinical improvement after tonsillec- 
tomy. In the fourth case tonsillectomy was 
done in a patient undergoing pneumo- 
thorax treatment for the pumonary lesion. 
The sputum had become negative for tu- 
bercle bacilli prior to tonsillectomy, but 
the removal of the tonsils removed an 
additional tuberculous focus, which might 
possibly have been a source of reactiva- 
tion later. This patient made uninterrupted 
progress toward the arrest of the disease. 
In a tonsil containing tubercles, there 1s 
always a possibility that an acute tonsillar 
infection, especially of the follicular type, 
or if associated with an abscess, might fe: 
sult in dissemination of the disease. This 
danger is avoided by clean enucleation 0! 
the tonsils (dissection and snare). If the 
2 patients with positive sputum at the time 
of tonsillectomy and the patient with 4 
definite history of positive sputum prior to 
tonsillectomy had come to operation with- 
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out knowledge of their pulmonary dis- 
ease, it might have been supposed that 
they were cases of primary tonsillar tuber- 
culosis or tonsillar tuberculosis of hema- 
togenous origin. 


COMMENT 


An interesting report. The last sentence 
in the above abstract has a very practical 
value in that it stresses the importance of 
complete examination of patients before ton- 
sillectomies are advised.—L.C.McH. 


Reinervation of a Paralyzed 


Vocal Cord 


J. W. McCALL and N. L. HOERR 
(Laryngoscope 56:527, Sept. 1946) report 
their experimental results with a method 
of anastomosis of the recurrent laryngeal 
nerve to the vagus to obtain regeneration 
of the recurrent nerve after injury. The 
King and Kelly operative procedures for 
relief of bilateral abductor paralysis involve 
some mutilation of the larynx. If, how- 
ever, the injured recurrent laryngeal nerve 
could be short-circuited by anastomosis 
with the vagus peripheral to the lesion, the 
function of the vocal cord could be re- 
stored without mutilation of the larynx. 
Clinical experience has shown that sever- 
ance of the vagus does not endanger life 
as this operation has been done successfully 
in the treatment of asthma and _ gastric 
ulcer, and in the operation ot esophagec- 
tomy. In the authors’ experiments, dogs 
were used; one recurrent nerve was identi- 
fied and severed and the vagus nerve on 
the same side was sutured to it. The finest 
arterial silk suture material was employed 
and in 2 of the animals plasma clot was 
also applied to the suture line. In 3 of 4 
animals operated on, active movement of 
the vocal cord on the side of the opera- 
tion was demonstrated by direct laryn- 
goscopy four to five weeks after opera- 
tion; in 2 of these animals it was noted 
that the movements of the cord on the 
operated side were equal to those of the 
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opposite cord. The only failure to obtain 
active movement of the vocal cord on the 
operated side occurred in the animal first 
operated on, and is attributed to the use 
of too large suture material. 


COMMENT 


These are interesting experiments and 
further reports of clinical usage will cer- 


tainly be of interest—L.C.McH. 


Feeding Tube Stenosis of the Larynx 


P. H. HOLINGER and W. J. LOEB 
(Surgery, Gynecology and Obstetrics, 83:- 
253, Aug. 1946) report 4 cases in which 
severe lesions of the larynx developed fol- 
lowing the continued use of nasal feeding 
or gastric suction tubes. One of these pa- 
tients died from extensive carcinomatosis 
and mediastinitis, before stenosis of the 
larynx developed, but autopsy showed ul- 
ceration, which had not yet caused de- 
struction of the larynx. In the other 3 
cases, the use of a nasal stomach tube 
for 4, 17 and 7 days respectively resulted 
in stenosis of the larynx so that trache- 
otomy was necessary 4 to 6 weeks after 
removal of the stomach tube. The trache- 
otomy tube has been removed in one of 
these patients, but only after a second 
tracheotomy; one still wears a valve 
tracheotomy tube; and one is still under 
treatment. Cases of this type are rare; a 
review of the literature shows 24 other 
similar cases reported. However, the possi- 
bility of damage to the larynx by the con- 
tinued use of a nasal stomach tube should 
be recognized, especially if the patient 
complains of a sore throat, hoarseness, or 
pain in the ears. 


COMMENT 


One might think that since a feeding tube 
does not pass through the larynx itself it 
would not cause laryngeal difficulty. How- 
ever, many of these patients are in very poor 
general health and laryngeal damage does 
occasionally result. The warning is timely. 


L.C.McH. 
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Radium Therapy in Aerotitis Media 


PAGE NORTHINGTON (United 
States Naval Medical Bulletin, 46:1559, 
Oct. 1946) reports the use of radium in 
the preventive treatment of aerotitis media 
in aviators. Aerotitis media is caused by 
failure to maintain an equal degree of at- 
mospheric pressure on the inner and outer 
sides of the ear drum. Any blocking of 
the eustachian tube that interferes with 
adequate ventilation of the middle ear pre- 
disposes to aerotitis media. In aviators 
who have had one or more attacks of 
aerotitis, examination of the nasopharynx 
and orifices of the eustachian tubes should 
be made after the acute attack has sub- 
sided. If a large mass of adenoids is 
found, surgical removal of this mass is 
indicated, but if there is hyperplasia of 
lymphoid tissue, radium therapy is indi- 
cated. An applicator is employed that is 
only slightly larger than the ordinary 
metal nasal applicator with either radon 
(radium emanations) or radium enclosed 
in a Monel metal tubular chamber in its 
distal end. Local anesthesia with cocaine 
is employed, and if there is a septal ridge 
or other obstruction to the passage of the 
applicator, a more effective astringent 
should be used with the cocaine. The usual 
dosage employed at each treatment is 3 
gram minutes to each side with the radium 
applicator, containing 50 mg. radium. 
Treatments are given at intervals of four 
weeks; if an acute respiratory infection 
occurs, treatment should be delayed until 
this subsides. At least three treatments are 
given as a rule, and more if satisfactory 
results have not been obtained. Of the 60 
flying personnel treated by this method, 
32 had had moderately severe symptoms 
of aerotitis media, and 19 more severe 
symptoms on low pressure chamber runs 
or in flight; and 9 had had severe symp- 
toms in flight. The results were satisfac- 
tory in 90 per cent of the cases in which 
adequate treatment was given; and there 
was usually an improvement in hearing, 
if the loss of hearing was of recent origin. 
Since treatment with radium may not give 
lasting satisfactory results, as regeneration 
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of lymphoid tissue may occur, aviators 
should be advised that treatment may have 
to be repeated and that this is indicated 
if symptoms of aerotitis media recur. 


COMMENT 


This report agrees in general with the re. 
ports from the Army Air Forces who used 
similar treatment as outlined by Dr, S. J. 
Crowe of Johns Hopkins during the war. We 
are finding it useful not only for aerotitis but 
also for many patients, especially children, 
who have lymphoid tissue in or about the 
orifices of the eustachian tubes—L.C.McH. 


Tinnitus Aurium: Observations of the 
Effect of Curare on Loudness Level 


MILES ATKINSON (Annals of Otol- 
ogy, Rhinology and Laryngology, 55 :398, 
June 1946) reports a study of the effect 
of curare, which paralyzes the intrinsic 
muscles of the ear, on tinnitus in 15 pa- 
tients. The preparation of curare used was 
intocostrin. The total dose was 1 mg. per 
kilo body weight; all but 20 mg. of this 
dose was given first; if, when the gen- 
eral musculature was relaxed, there was 
no appreciable effect on the level of the 
tinnitus and no sigs of respiratory em- 
barrassment, the final 20 mg. were given. 
The degree of muscular relaxation to be 
expected was explained to the patient, who 
was requested to give special attention to 
the level of the tinnitus. Certain precau- 
tions were always taken during the admin- 
istration of curare, but no respiratory em- 
barrassment or other untoward effect was 
noted in any case. The patients studied 
were classified in 3 groups. Group 1 (10 
patients) were those in whom there was 
no psychological involvement; the injec- 
tion of curare induced a slight improve- 
ment in the tinnitus in 1 patient in this 
group; a slight increase in 2 patients; and 
no change in 7 patients. In group 2 (4 
patients) there was a definite psychogenic 
element; 3 of these 4 patients showed 
improvement in the tinnitus after the in- 
jection of curare; one, no change. ce 
3 consisted of one patient, who had a defi- 
nite psychosis; the noises of which this 
patient complained were in the head, not 
in the ears, and were more in the nature 
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of auditory hallucinations than true tin- 
nitus; they were not affected by curare. 
These findings indicate that spasm of the 
intrinsic muscles of the ear is not a factor 
in producing tinnitus, unless a psychogenic 
element is present. 


COMMENT 


This report would seem to rule out the 
factor of muscular spasm in tinnitus aurium. 


L.C.McH. 
Concussion Deafness 


J. V. STEWART and D. W. BARROW 
(Archives of Otolaryngology, 44:274, 
Sept. 1946) report a series of audiometer 
tests and tests with the whispered and the 
spoken voice on 100 gunnery instructors 
with an average age of 25 years. Each 
of them had normal hearing previous to 
being sent to the gun ranges (shotgun 
and .50 caliber machine gun); none had 
a history of previous eat disease. The mini- 
mum length of service on the ranges was 
six weeks, the maximum forty weeks, and 
the average ten months. The firing on the 
tanges was almost continuous for seven 
and a half hours daily, five and a half 
days a week. The noise level on the ma- 
chine gun ranges was high. Of the 100 
men studied, 30 developed constant tin- 
nitus, and 20 an intermittent tinnitus suffi- 
ciently severe to demand medical attention. 
Only 5 of the 100 men studied developed 
no symptoms and showed no loss of hear- 
ing with the audiometer tests, after an 
average length of service of eight and a 
half months. The average loss of hearing 
for both ears was 20 decibels; the length 
of exposure necessary to cause loss of hear- 
ing varied widely from person to person. 
In concussion deafness due to gunnery 
fire, the hearing loss begins with the high 
tones, and loss of hearing for the conver- 
sational range appears late, so that persons 
exposed to this type of damage do not 
tealize their handicap until too late to 
avoid further hearing loss. Routine surveys 
should be made in all persons exposed 
to the noise of gunfire. A follow-up study 
of the patients in this series six months 
after exposure ceased shows no improve- 
ment in hearing, so it is believed that the 
loss of hearing is permanent. Cotton plugs 
worn in the external auditory canal were 
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universally used, but were not effective in 
preventing loss of hearing; the efficacy 
of other protective devices is being in- 
vestigated. 
COMMENT 

The type of deafness which these indi- 
viduals develop corresponds very closely to 
traumatic deafness or, as it use to be called, 
“boiler-makers’”’ deafness. When effective pro- 
tective devices are finally developed their use 


in industry may be of considerable value. 
L.C.McH. 


Modified Radical Mastoidectomy 


W. L. SIMPSON (Archives of Oto- 
laryngology, 44:157, Aug. 1946) states 
that most conditions in which modified 
radical mastoidectomy is indicated occur in 
temporal bones in which there is only 
partial or no pneumatization. The: opera- 
tion, however, is not contraindicated in 
well pneumatized temporal bones. The pur- 
pose of the modified radical mastoidec- 
tomy is to remove a large part or all of the 
pathologic process and yet preserve the 
membrana tympani and, if possible, the 
ossicular chain. However, in some cases 
the nature of the pathologic process may 
make it necessary to remove the incus, 
the head of the malleus, or both. The 
annulus tympanicus may or may not be 
preserved. Hearing after modified radical 
mastoidectomy should be at least as good 
and maybe better than before operation. 
Modified radical mastoidectomy is indi- 
cated in cases of chronic suppurative otitis 
media in which the pathologic process can 
be satisfactorily eradicated by this proce- 
dure. This includes cases of central per- 
foration with little pathologic change in 
the eustachian tube, but infection and 
suppuration in the attic, the antrum and 
the cells of the mastoid bone; and cases 
of attic or marginal perforations, with 
or without cholesteatoma. Modified radi- 
cal mastoidectomy is not indicated in or- 
dinary acute mastoiditis, but may be ‘ndi- 
cated in acute exacerbations of c' onic 
mastoiditis, although it may be done in a 
quiescent period in such cases. 


COMMENT 


This operation is extremely valuable in 
properly selected cases and will routinely 
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Classical Quotations 


@ Childbirth was originally intended to be a 
physiological process, but as a result of civiliza- 
tion, intercurrent diseases and unassorted marriage, 
it has become pathological. 


JOHN OSBORN POLAK 


Outstanding Achievements in Obstetric Practice in 
the past 100 Years. Journal Tennessee State Medi- 
cal Association 23:207 (June) 1930. 


Geriatrics 
The Care of the Aged. (Geniatrics). By Malford W. 

Thewlis, M.D. 5th Edition. St. Louis, C. V. 

Mosby Co., [c. 1946]. 8vo. 500 pages, illustrated. 

Cloth, $8.00. 

HE fifth edition of Thewlis’s Care 

of the Aged keeps pace with the in- 
creasing quota of elderly people in our 
population. It belongs in the category of 
needed books. 

The present edition represents a thor- 
ough revision. It is a practical book based 
upon scientific fundamentals and the in- 
creasing store of special geriatric data. Pre- 
ventive geriatrics is stressed and here the 
author’s well-known work in the field of 
preclinical medicine lends authority. 

There are chapters on the teeth, eye, 
ear, tuberculosis and surgery by eminent 
collaborating specialists. 

A useful work in any practitioner's 
library. 

ARTHUR C, JACOBSON 
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In a Military Hospital 


Ward Twenty. By James Warner Bellah. 
City, Doubleday & Co., [c. 1946]. 
pages, illustrated. Cloth, $2.00. 


HE author, Mr. Bellah, is a layman 

and a veteran of two wars. He is a 
writer of novels and short stories. In this 
book of 160 pages, coming, probably, un- 
der the general classification of a novel, 
he gives a more or icss factual description 
of life for twenty-four hours in a ward 
of a military hospital. The sick, injured, 
and blinded talk freely about themselves 
and their gripes. The author gives free 
rein to the sex talks and reactions. The 
viewpoints of the patients are presented 
rather than those of the doctors and ad- 
ministration. The pathos and seriousness 
of the situation are appealing to medical 
men as well as to the lay reader. 


Garden 
12mo. 160 


JOSEPH RAPHAEL 


Child Psychiatry 
Modern Trends in Child Psychiatry. Edited by Nolan 
D. C. Lewis, M. D., & Bernard L. Pacelia, M. D. 
New York, International Universities Pr., [c. 
1945]. S8vo. 3841 pages. Cloth, $6.00. 
HIS is a compilation of a series of 
lectures on child psychiatry given at 
the New York State Psychiatric Institute- 
Hospital by various authors. Some of the 
subjects included for discussion are anxiety 
in infants and its disorganizing effects, 
maternal over-protection, psychosomatic 
approach to child disorders, psychoses in 
children and organic brain conditions pro- 
ducing behavior disorders. There is also 
a résumé of the use of electroencephalo- 
grams in behavior disorders. The writers 
are well known in their respective fields. 
The book is of use to the general prac 
titioner and pediatrician. 


STANLEY S. LAMM 
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Therapy Conferences 


Cornell Conferences on Therapy. Volume One. 
Edited by Harry Gold, M.D., et al. New York, 
Macmillan Co., [e. 1946]. 8vo. 322 pages. 
Cloth, $3.25. 

EADERS of the New York State 
Dione of Medicine are familiar al- 
ready with the Therapy Conferences held 
every week at Cornell and published in the 
local Journal. The material covers numer- 
ous important topics from the Doctors 
Bag, to Intestinal Worms. It is invariably 
interesting reading and replete with useful 
information. The sections on Digitalis 
and the Treatment of Heart Failure are 
especially good because differences of opin- 
ion are so honestly aired. 

ANDREW M. BABEY 


Orthopedic Surgical Anatomy 


Atlas of Surgical Approaches to Bones and Joints. 
By Toufick Nicola, M.D. New York, Macmillan 
ate [e. 1945]. 4to. 218 pages, illustrated. Cloth, 

HIS pictorial atlas, as its name implies, 

is a combination of graphic and writ- 
ten material. It covers the entire field 
of orthopedic surgery and stresses the im- 
portance of a thorough knowledge of 
anatomy. The brief descriptions of each 
procedure are so well and so clearly given 
that one cannot help but benefit from 
their study. 

The illustrations are well done as far as 
anatomical accuracy is concerned, but many 
of them do not leave an impress on one’s 
visual center. A better but not more ac- 
curate grade of drawing would improve 
this book considerably. 

Nevertheless, this Atlas is invaluable 
not only to the beginner but also to the 
experienced surgeon. 

ALFRED H. IASON 


Obstetric Anesthesia 


Control of Pain in Childbirth, Anesthesia, Analgesia, 
imnesia. By Clifford B. Lull, M.D., & Robert A. 
Hingson, M.D. 2nd Edition. Philadelphia, J. B. 
Lippincott Co., [e. 1944, 1945]. 8vo. 362 pages, 
illustrated. Cloth, $7.50. 

HE early appearance of a second edi- 
tion of this book is good evidence of 


its popularity. For those who wish to learn 
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the details of caudal anesthesia, there is 
no better book. The management of many 
obstetrical complications is briefly out- 
lined by Lull, whose indications for the 
use of continuous caudal anesthesia have 
widened considerably. He believes that 
this form of anesthesia ‘is one of the 
greatest advances in the management of 
the eclamptic, the preeclamptic, the hyper- 
tensive and the nephritic patient.” 


CHARLES A. GORDON 


Psychiatry for the General Practitioner 


Everyday Psychiatry. Concise, Clinical, Practical. By 
Comm. John D. Campbell, M.C. U.S.N.R. Phila- 
delphia, J. B. Lippincott Co., [c. 1945]. 8vo. 333 
pages, illustrated. Cloth, $6.00. 

we the increased interest shown in 

Psychiatry in the last few years, there 
has been a need for a book which would 
present this branch of medicine to the gen- 
eral medical man in a clear and concise 
manner. 

The book is easy to read and understand, 
and one’s interest is constantly held. It is 
primarily written for the general practi- 
tioner and the student; at the same time, 
most psychiatrists will recognize the work 
as a valuable contribution to psychiatric 
literature. 

JOHN M. MurpPuy 


Tropical Pathology 


srs tay Od Tropical Diseases. An Atlas. By 

Ash, M.C., U.S.A. & Sophie Spitz, 

M. D., aD .S. Philadelphia, W. B. Saunders Co., 

[c. 1945]. 4to. 350 pages, illustrated. Cloth, $8.00. 

OTH authors of this work had access 

to perhaps one of the largest reservoirs 

of pathological material as a direct result 
of World War II. 


The book is concise and is excellently 
illustrated with unusually choice clinical 
and microphotographic material. Although 
it is primarily an atlas, it has sufficient 
clinical and epidemiological features cou- 
pled with the descriptive pathological data 
to make it a well rounded source of the 
most recent knowledge of various common 
and infrequent diseases found in tropical 
countries. 


. 
THEO. J. CURPHEY 
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Pathology. By Eugene C. Piette, M.D. 5th Edition. 
Philadelphia, F. A. Davis Co., [c. 1945]. 8vo. 261 
pages, illustrated. Cloth, $2.00. 


Prectaiony for the General Practitioner. By Frederick 
Cc. 


mith, M.D. 8rd Edition. Philadelphia, F. A. 
Davis Co., [c. 1945]. 8vo. 466 pages, illustrated. 
Cloth, $5.00. 


Peripheral Vascular Diseases. By Edgar V. 
M.D.. Nelson W. Barker, M.D., Edgar A. 
Jr., M.D., with associates in the Mayo Clinic and 
Mayo Foundation. Philadelphia, W. B. Saunders 
Co., fc. 1946]. 8vo. 871 pages, illustrated. Cloth, 
$10,00. 


Squint and Convergence. A Study in Di-Ophthal- 
mology. By N. A. Stutterheim, M.D. London, H. 
K. Lewis & Co., [1946]. 8vo. 95 pages, illustrated. 
Cloth, 15/—. 


The American Hospital. By E. H. L. Corwin, Ph.D. 
New York, Commonwealth Fund, [c. 1946]. 8vo. 
226 pages. Cloth, $1.50. 


Technique of Psychoanalytic Therapy. By Sandor 


Lorand, M.D. New York, International Univers- 
ities Pr., [c. 1946]. 8vo. 251 pages. Cloth, $4.50. 


New Worlds in Medicine. An Anthology. Edited with 
commentary and introduction by Harold Ward. 
New York, Robert M. McBride, [c. 1946]. 8vo. 707 
pages, illustrated. Cloth, $5.00. 


CONTEMPORARY PROGRESS 
—Concluded from page 87 





leave better hearing than a complete radical 
mastoidectomy.—L.C.McH. 


Thyroxin Therapy in Otosclerosis 


H. P. SCHENCK (Archives of Oto- 
laryngology, 44:43, July 1946) reports the 
use of thyroxin in 64 cases of otosclerosis. 
In 32 cases the technique described by 
Gray was employed; an aniline solution 
of cocaine hydrochloride was placed in 
the external auditory canal (15 to 20 
drops) and permitted to remain for five 
minutes; then the canal and the ear drum 
were dried. A large cork was placed be- 
tween the patient’s jaws to prevent escape 
of the thyroxin solution through the 
eustachian tube. A tabloid of thyroxin 
(1/64 grain) was dissolved in 4 drops 
of warm distilled water and injected into 
the middle ear with a tuberculin syringe 
with a needle bent to the form of a bay- 
onet. Four injections were made alternately 


Lehrbuch Der Physiologie. By Professor Emil Abder- 
halden. 10th/12th ition. Basel, Switzerland, 
Benno Schwabe & Co., [1946]. 8vo. 480 pages, 
illustrated. Cloth, 34 fr. 


Experimentelle Grundlagen Zu Modernen Pathologie, 
Von Der Zellular- Zur Molekularpathologi 
P. Busse Grawitz, M.D. Basel, Switzerland, Benno 
Schwabe & Co., [1946]. 8vo. 359 pages, illu- 
trated. Cloth, 32 fr. 


Beitrage Zur Klinik Und Pathologischen Anatomie 
Der Kienbockschen Krankhei L t lacie), 
By Jacques Rudolf Riittner. Basel, Switzerland, 
Benno Schwabe & Co., [1946]. 8vo. 44 pages, 
illustrated. Paper, 4 fr. 


Psychotherapy in General Medicine. Report of an 
Experimental Postgraduate Course. By Geddes 
Smith. New York, Commonwealth Fund, [c. 1946]. 
8vo. 38 pages. Paper, 25c. 


Count Me Among the Livnig. By Ethol Sexton. New 
York, Harper & Bros., [o. 1946]. 8vo. 452 pages, 
Cloth, $2.75. 

The Prinicples and Practice o egtet Medicine, 


By L. Everard Napier. New York, Macmillan Co., 
{ a a 8vo. 917 pages, illustrated. Cloth, 








Progress in Neurology and Psychiatry. An Annual 
Review. 1946. Edited by E. A. Spiegel, M.D. 
New York, Grune & Stratton, [c. 1946]. 8vo. 708 
pages. Cloth, $8.00. 
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in each ear at intervals of a week. In 
the other 32 cases the same technique was 
used with a different anesthetic, cocaine- 
menthol-phenol, and ampule thyroxin in- 
stead of tabloid thyroxin. A comparison 
of the results showed no difference in 
the results with the two types. of thyroxin. 
In each group a few patients claimed tem- 
porary symptomatic improvement, and the 
audiometer showed improvement in hear- 
ing of 5 to 7 decibels in some instances, 
which did not, however, persist over six 
months. The results were the same in pa- 
tients over 35 years of age and in those 
under 35 years of age. In none of the 
cases were the changes in the hearing 
level greater than the variations observed 
in untreated cases of otosclerosis. 


COMMENT 


We were under the impression that this 
treatment for otosclerosis had been discarded 
some years ago. It is interesting to note that 
Dr, Schenck has confirmed our impression 
that this type of treatment is not of value 
in otosclerosis.—L.C.McH. 
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